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Hence the supreme im- 
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Certainty of re- 
sults under the ordinary conditions of hospital practice is 
the primary consideration. 


Items not unimportant but secondary, such as valves 
and detectors, should not be used as ‘‘red herrings’’ to di- 
vert attention from the fundamental question—the con- 
struction of the sterilizer itself and the certainty of its 
results. 
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OUR PRESIDENT-ELECT 


(. TINUING the long line of distinguished hospital administrators 





who have so ably served as Presidents of the American Hospital 
Association, the House of Delegates elected Dr. Basil C. MacLean 
as President-Elect of our Association. 


His services to the hospital field have long been recognized and appreci- 
ated. He brings to the Association the wide experience, sound theories, 
and proven practices which have so firmly established him as a hospital 
administrator. 


T Basil Clarendon MacLean was born in Ontario, Canada, in 1895. He 
was graduated from McGill University in 1927, and Dr. A. K. Haywood 
selected him as his assistant at the Montreal General Hospital, in which 
position he served until 1930. He was superintendent of the Touro Infirm- 
ary, New Orleans, from 1930 to 1935, when he was appointed medical direc- 
| tor of the Strong Memorial Hospital, Rochester, New York, which position 
, he now holds. 





His contribution to the activities of the American Hospital Association 





n and to the American College of Hospital Administrators has been note- 
of worthy. He is a charter member of the College and was its President 1936-37. 
ess 
He has served on many of the important committees of the Association, 
is the Chairman of the Commission on Hospital Service, and has just retired 
as Chairman of the Council on Administrative Practice. 
Dr. MacLean is a constructive thinker, a frequent contributor to hos- 
a pital literature and an outstanding hospital administrator. He will maintain 
AP the best traditions of the American Hospital Association, and will extend 
go and increase its service to the hospital field. 
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BASIL C. MacLEAN, M.D. 
President-Elect, American Hospital Association 
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Presidential Address 


FRED G. CARTER, M.D. 


E FIND ourselves in the midst of the 
YY iovs-seond annual convention of the 

American Hospital Association, and it is 
a real pleasure to extend a warm and cordial 
welcome to members, guests, and friends who are 
assembled to participate in the affairs of this 
convention week. Each day our problems as hos- 
pital workers become more complicated and it is 
both fitting and necessary that we assemble at 
least once each year to get our bearings and chart 
our course. The week will be a busy one for all of 
you for there is much to be accomplished in a 
short time. Necessarily the participation of any 
one individual will be fragmentary but fortunately 
the results of all of our deliberations will be pre- 
served and made available to you throughout the 
years through the journal and the transactions. 


Meeting with us are the American College of 
Hospital Administrators, the American Protestant 
Hospital Association, the American Association 
of Occupational Therapy, the American Associa- 
tion of Nurse Anesthetists, and the Hospital In- 
dustries’ Association, without whose assistance 
the job of staging this convention and, inciden- 
tally, the job of running all of our hospitals, would 
be sorry tasks. To all of these organizations I 
extend greetings and the hand of fellowship. 


We note with special interest the presence here 
in Boston of many of our Canadian members and 
friends. Occupied as their time must be with the 
great problems of war, their attendance here is 
doubly appreciated. We hope that out of our de- 
liberations may come suggestions which will be 
helpful to them in the great task which they have 
undertaken in connection with the hospital prob- 
lems of a nation at war. 


As the official representative of the Association 
and personally I would be ungrateful if at this 
time I did not give voice to the gratitude which all 
of us feel is due our good friends in Boston and 
New England for the excellent work they have 
done in preparing for this convention. As the 
week passes I know that this sentiment will be 
echoed over and over again. 
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The Author 
@ Dr. Fred G. Carter, Retiring President of 
the American Hospital Association, is 
Superintendent of St. Luke’s Hospital, 
Cleveland, Ohio. 





The Association 


As all of you know our Association was 
reorganized in the fall of 1937 when the by-laws 
under which we now function were adopted. Since 
then the Association has gone forward so rapidly 
that it has been difficult for us to keep abreast of 
its developments. In less than three years our an- 
nual budget has increased from $110,000 to ap- 
proximately $130,000 and the scope of the Associa- 
tion’s efforts in behalf of its membership has in- 
creased in much greater proportions. Institutional 
and personal memberships have grown rapidly in 
number. Sustained interest is very apparent in 
the activities which the Association is sponsoring. 


First of all there is the publication of the official 
magazine HOSPITALS under the direction of the 
Executive Secretary and his Editorial Board. All 
of you must admit that a splendid job is being 
done in this connection. Some of you may dis- 
agree at times with opinions expressed in its 
pages but by and large the editor hits the bull’s 
eye pretty consistently. 


The annual convention which you are now 
sampling is the high light of the year’s activities. 
A tremendous amount of work and energy is re- 
quired to plan and organize these affairs and too 
much credit cannot be given to Dr. Bert W. Cald- 
well for his splendid mastery of the tremendous 
amount of detail involved. 


The annual two weeks institute for hospital ex- 
ecutives held in Chicago in September has done 
much to further the competency of administration 
in our various institutions. Its success has led to 
the development of other institutes, one of which 
has just been completed in Boston. 


I would also call attention to the great mid- 
year conference of national, state, regional and 
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provincial officers. Since its inception nine years 
ago many splendid suggestions have emanated 
from this group and a large proportion of these 
suggestions are now part and parcel of Associa- 
tion activities. 


The Mid-Winter Conference of Service Plan 
Executives is rapidly becoming a formidable force 
in the hospital field. The development of the 
insurance plan of budgeting against hospital bills 
has reached the proportions of a $40,000,000 busi- 
ness annually and is giving employment to an 
estimated 5000 to 6000 people. A group conscious- 
ness has already made itself apparent in, this area. 
These workers have a language all their own, a 
literature which is growing rapidly, and they have 
evolved a national form for discussions of their 
problems. The Association through its Commis- 
sion on Hospital Service has done much to foster 
the growth of these prepayment plans. 


The Board of Trustees, the seven Councils and 
the various Committees of the Association have 
had an extremely busy year. Many reports which 
represent the fruits of their labor will be made 
available to you here at the convention. As you 
read these reports I hope that you will pause at 
times to reflect upon the large amount of work 
involved in their preparation. Unstinted praise 
must be given to these men and women for their 
unselfish devotion to the cause of better hospitals. 


Headquarters 


I have been impressed as each president of the 
Association before me has been impressed with 
the fine work of our headquarters staff in Chi- 
cago. Dr. Caldwell and Dr. Emch and their asso- 
ciates and assistants have kept the Association 
rolling along in high gear throughout the year. I 
want to publicly acknowledge the debt of grati- 
tude which all of us owe to them and I want to 
assure them that I am personally grateful for the 
much needed guidance and support which they 
have given to me at all times during my tenure as 
President. 


The headquarters building has undergone 
changes which add much to its appearance during 
the year. I refer particularly to the complete 
remodeling of the library and board room. Both 
have been panelled in walnut and many of the fix- 
tures replaced. The library was dedicated last 
February with fitting ceremonies to the accom- 
plishments of Asa S. Bacon who has done so much 
for the Association during the many years of his 
affiliation with it. We have the finest collection 
of hospital literature in the world in this library 
and it is most satisfying to know that it is housed 
appropriately. 
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Legislation 


In these days of rapidly changing political 
philosophies the attitudes of the various govern- 
ments toward hospitals are a matter of vital con- 
cern, not only to those who are directly interested 
in hospitals but to the general public as well. 
Inimical legislation might tear down, in a few 
years, the great system of hospitals which has 
been built up in this country over a period of two 
centuries, whereas carefully thought out gov- 
ernmental measures might enhance the values rep- 
resented by hospitals. In the national legislative 
field the Joint Conference Committee of the three 
national associations joins with representatives of 
the Council on Government Relations in watching 
over the interests of the hospitals from a legisla- 
tive standpoint. 


In January this Committee had a conference 
with the President on his proposed National Hos- 
pital Act which, if it becomes law, will appropri- 
ate $10,000,000 for the construction of hospitals 
of small size in communities not now supplied 
with hospital facilities. In March its members 
appeared before a subcommittee of the Committee 
on Education and Labor of the Senate to make 
suggestions concerning the bill which had been 
introduced into the Senate in this connection. On 
the same day a conference was held with the 
Surgeon General of the Public Health Service 
concerning details of the bill. The Association 
offices were consulted in regard to the Mead Bill 
which would provide a loan fund upon which 
hospitals might draw for plant construction and 
other purposes. The amount proposed for hospital 
needs would not exceed $100,000,000 and the in- 
terest suggested was 2 per cent with loans run- 
ning for as much as fifty years. The Wagner 
Health Bill of 1939 seems to have been sidetracked 
at least temporarily. The old age and survivor 
benefits of the Social Security Act are not avail- 
able to hospital employees but we are definitely 
interested in securing these privileges for our 
people on a contribution as opposed to a taxation 
basis whenever the opportunity arrives. Unem- 
ployment Insurance is quite another matter 
because unemployment does not represent a prob- 
lem among hospitals and we are opposed to 
making large payments for the support of unem- 
ployment in other fields. In any preparedness 
program that we may enter into as hospitals there 
are many who feel that there should be govern- 
mental subsidy to offset the expense that will be 
imposed upon us in connection with the training 
of personnel for military purposes. Perhaps this 
item should be made a matter of legislative 
concern. 


At the moment it seems quite unlikely that 
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there will be any Federal legislation enacted in. 
the next few months having to do with the welfare 


of hospitals. 
Preparedness 


I do not need to remind you that the world is 
at war and that we are threatened with its exten- 
sion to our country at any time. The smaller 
nations of Europe have learned what it means 
not to be prepared for any eventuality. Our 
nation has been aroused to the dangers which 
surround us at every turn. We can not afford to 
be unprepared and this statement applies in 
particular to hospitals upon which the burdens 
of the aftermath of battles rest most heavily. In 
the files of the American Hospital Association, 
the American Medical Association, and the Ameri- 
can College of Surgeons we have great inventories 
of our existing facilities but this is not enough, 
in fact it is only a beginning. Mere knowledge of 
the existence of these facilities and their locations 
will not alleviate the suffering of wounded sol- 
diers. We must plan their use in a most realistic 
fashion. The government has already asked some 
sixty hospitals over the country to organize hos- 
pital units of one kind or another but there are 
more than 6000 hospitals in the country ready and 
willing to serve. If we are going to prepare for 
war let us really prepare for it and not sit back 
content with a knowledge of what we have and no 
plan as to how our resources are to be used. 


Hospital Service Plans 


Hospital service plans continue to occupy an 
important place in the field of health economics 
and in the hospital field in particular. It is a bit 
disturbing to hear from time to time that there 
is a disposition. on the part of the executives of 
some of the plans to break away from the close 
affiliation that has existed from the beginning 
between the plans and the hospitals and the Amer- 
can Hospital Association. In my humble opinion 
this would be not only unfortunate but actually 
disastrous from the standpoints of plans, hospi- 
tals, and the public. 


Hospitals have sponsored and nurtured these 
plans from the outset and it seems fair to say 
that by guaranteeing to subscribers the benefits 
outlined in their contracts they have carried the 
lion’s share of any risk that may be involved in 
the hazards covered by the plans. Whether it be 
an improper selection. of risks, high incidence of 
illness among subscribers as in an epidemic, or 
Just plain mismanagement, hospitals in the ma- 
jority of plans are liable for the fulfillment of the 
contract with the subscriber. Had it not been for 
the assumption of this responsibility by hospitals 
at least two of the larger plans might have gone 
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into bankruptcy in the recent past and their fail- 
ure would have jeopardized the whole movement. 
Without the sponsorship and backing of hospitals 
the plans revert to the role of insurance com- 
panies and their popular appeal is lost. 


In communities where active service plans are 
operating, the hospitals are becoming more and 
more dependent upon them for payment for serv- 
ices rendered. The proportion of hospital income 
from this source is increasing quite rapidly and 
while this result, on first thought, seems highly 
desirable it is not without its dangers. As the 
movement grows and the proportion of income 
from the plans increases the per capita income 
tends to become fixed at levels which in many 
instances are below per capita costs. In the 
meantime the per capita costs may increase and 
the disparity between the two may prove ruinous 
to the financial structure of hospitals. This situa- 
tion becomes doubly serious when we stop to 
realize that many of those who formerly consti- 
tuted our paying clientele, upon whom we depend- 
ed for certain profits to offset losses on free and 
part pay work, now come to us as subscribers to 
hospital service plans. Hospitals have no moral 
right to use income from endowments or dona- 
tions to make up deficits incurred through fur- 
nishing care at less than cost to those well able 
to pay full costs or better. If payments to hospi- 
tals are not kept up to levels approximately equal 
to per capita costs the hospitals, to avoid financial 
embarrassment, may find it necessary to devise 
services to sell down to a price where heretofore 
they have always tried to build their services up 
to a standard. 


If there be misunderstandings in connection 
with the operation of the service plans, hospital 
executives are probably as much to blame for 
them as any group. All too frequently they have 
failed to follow up the initial interest which they 
exhibited in the organization of the plans and they 
can rest assured that without their sustained 
interest and active participation. the hospitals and 
plans are bound to drift apart. Hospitals have 
an important stake in these plans and that stake 
must not be neglected. 


State, Regional, and Provincial Associations 


In the interim between our great national con- 
ventions we find the state, regional, and provincial 
associations hard at work and as I have traveled 
over the country this year I have been genuinely 
impressed by the splendid efforts these groups are 
making for the betterment of hospitals every- 
where. The new plan of organization of the Amer- 
ican Hospital Association ties the local groups 
into a very close relationship with the parent 
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organization. Our great national Association may 
well be proud of the state, regional, and provincial 
associations and it may look with confidence to 
them for the initiation of many of the achieve- 
ments that are to come in the hospital field in 
the future. They are closer to the actual problems 
that arise in the distribution of hospital service 
and in many instances can deal more effectively 
with them than can the national Association. 


Voluntary Hospitals 


For a number of years all of us have been 
greatly concerned about the future of the volun- 
tary hospital system. From the vantage point of 
one who has had a limited opportunity to travel 
about the country gathering impressions from 
hospital people and others during the past twelve 
months I can not bring myself to believe that 
conditions in the voluntary hospitals are any 
worse than they were a year ago. If there has 
been any change it probably has been for the 
better. Their outlook does not differ materially 
from that of other enterprises of a private nature. 
We are all uncertain as to the future but in the 
meantime we are getting along, watching develop- 
ments, conserving what we have, avoiding long 
term commitments as much as possible and hoping 
for the best. 


Latin American Relationships 


The turn of world events impresses upon all of 
us daily the importance of the common cause 
behind which all of the Americas must unite for 
the perpetuation of the things which we hold to 
,be essential to any worth while way of life. 
Neither individuals nor nations make permanent 
progress through crushing others down. As a 
general rule we do not advance at the expense 
of others but rather in proportion to the amount 
of help we give to others. 


In our relationships with Latin America we 
have a rare opportunity in, the hospital field to 
build good will and foster lasting friendships 
among our neighbors to the south through ex- 
changing with them the knowledge which we have 
built up and the experience which we have ac- 
quired through generations of work and study. 
In furthering this program our good friends of 
the Modern Hospital have recently published a 
most comprehensive volume in Spanish covering 
a great many phases of hospital work. It is my 
understanding that this is now being distributed 
throughout Latin America and it should be pro- 
ductive of much that is good. An institute for 
hospital administrators is in the process of organ- 
ization in Puerto Rico. Some of our leading 
authorities will be in attendance to impart infor- 
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mation as to our ways of doing things in the hos- 
pital field in the United States and Canada. In 
the Association we have a Committee on Latin 
American Relationships. Eventually I hope this © 
will be one of the most important groups in our 
organization. Above all things I hope that our 
attitude in these relationships will be one of 
friendly helpfulness without selfish aim or motive 
of any kind except our own mental and spiritual 
development through giving freely of the things 
we have to offer. 


Summary 


I am quite certain that no president of this 
Association ever comes to the end of his tenure 
without a sense of guilt as to the adequacy of his 
efforts and I am no exception. I have traveled 
about the country to attend and participate in the 
meetings of the local and other associations to the 
extent that my private commitments would 
permit. I have made speeches in those instances 
where I could not dodge the assignment. I have 
desecrated the pages of HOSPITALS with a few 
articles of questionable merit. I have presided 
over all of the meetings of the Board of Trustees 
and the Coordinating Committee. I have presided 
over the meetings of the Joint Conference Com- 
mittee and have tried to represent the Association 
before the authorities in Washington. In. my 
efforts to do you justice at all gastronomic cere- 
monials I have been forced to forego weight re- 
duction plans of generous proportions. The real 
accomplishments of the year are set forth in the 
many publications of the work of the Councils 
and Committees of the Association and the credit 
for these efforts belongs to those tireless, ener- 
getic workers who constitute the bone and sinew 
of this Association. 


I am grateful to every one of you for having 
given me the opportunity of experiencing this 
most instructive year. It is a great honor and a 
real privilege to be the President of the American 
Hospital Association. Come what may I shall 
always regard it as the outstanding high light of 
my professional career. 


There is little that I can say as to the future. 
It is a great time in which to be living and work- 
ing even though the eternal suspense engendered 
by world happenings threatens constantly to un- 
dermine our equilibrium. As someone has said 
it is a bad world, a sad world, a mad world, but 
it is still a world of unrivaled interest and fascina- 
tion, passionate in its quarrels, partisan in its 
justice, pompous and pathetic in its crazy quilt 
conception of law and order, forever tragic and 
forever triumphant, forever doomed, and yet for- 
ever on the march. 
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A SYMPOSIUM 


THE CIVILIAN HOSPITAL 
IN THE PREPAREDNESS PROGRAM 
For NATIONAL DEFENSE 
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Johns Hopkins Hospital, Baltimore, Maryland 


RICHARD P. BorDEN, President of Board of Trustees 
Union Hospital, Fall River, Massachusetts 
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American Hospital Association, and Medical Director 
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Role of Civilian Hospital in Reenforcing the Medical 
Department of the Army in Formation of 
an Expeditionary Force 


FREDERIC A. WASHBURN, M.D. 


ence if he makes certain references to events 

which he himself has experienced. The ex- 
cuse is that the writer, during his active life, has 
taken part in three expeditions in the wars in 
which the United States has participated. The 
first was that of the Puerto Rican campaign of 
the Spanish War; the second was to quell the 
insurrection in the Philippine Islands followed by 
the military occupation, known as the “Days of 
the Empire”; and third, the American Expedi- 
tionary Force to France and England during the 
World War of 1917-1918. 


Tex writer of this paper would crave indulg- 


Army Hospitals in the Spanish American War 


In the Spanish American War and the Philip- 
pine insurrection, civilian hospitals as such, recog- 
nized no obligation to assist the military forces 
in the field. In these struggles, the United States 
Army depended as it had done in previous wars 
on its own army hospitals. The staffs of these 
institutions were made up of such medical officers 
of the regular army as could be spared, surgeons 
with commissions in the volunteers, and contract 
surgeons. These physicians and surgeons from 
civil life used to reenforce the medical department 
of the regular army were commissioned or hired 
individually, and not in any way in groups based 
upon the staffs of civilian hospitals. 


National Guard regiments had upon their staffs 
a surgeon with the rank of major and two assis- 
tant surgeons with the rank of first lieutenant. 
When these regiments were mustered into the 
service of the United States, these officers received 
similar rank in the United States Volunteers. 
Their first duties were with their regiments to 
hold sick call, and oversee the sanitation of the 
camp and the health of the regiment. At sick call 
were separated those men who were sick in quar- 
ters, and those men who were sent to hospitals. 
These latter might be kept in the regimental hos- 
pital if there was one at the time. There they 
would be attended by the regimental medical 
officers or, if serious sickness threatened, or the 
regiment was moving to the “division” or other 
central hospital where they would be cared for 
by a staff and personnel frequently assembled 
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hastily in a hit-or-miss way. There were a few 
women nurses attached to these central advanced 
hospitals, but their employment was considered 
experimental and of doubtful value. The nursing 
was performed by enlisted men under the imme- 
diate direction of Hospital Stewards as the 
Sergeants of the Medical Department were then 
called. The writer recalls that in the volunteer 
regiment to which he was attached in the Spanish 
American War the call came for the transfer of 
enlisted men from the line to the Hospital Corps. 
The Colonel of the regiment issued an order that 
each Company Commander should select two men 
for such transfer. 


Military Hospitals in the Puerto Rican Campaign 


There was a nucleus of men from militia sani- 
tary organizations, and regulars, but the bulk of 
the nursing was often done by untrained men 
obtained by direct enlistment or transfer from 
the “line.” The laboratory facilities were primi- 
tive: x-ray service was in its extreme youth; in- 
oculation against typhoid was unknown, and the 
army was riddled with that disease. 


The Puerto Rican expedition was assembled on 
transports at Guantanamo Bay, on the south shore 
of Cuba. Thence it went, and landed at Guanica 
and Ponce, on the southern coast of Puerto Rico, 
whence the columns started across the island. 
When about half way across, and when the troops 
were amongst the hills and mountains, and after 
a few slight skirmishes, an armistice was signed, 
and further advance was halted to await the 
terms of the peace treaty. 


The rainy season had begun, and soon the troops 
were moved from their “pup” tents in muddy 
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fields and brought into towns where they were 
sheltered in existing barracks, warehouses, and 
dwellings. The problem of hospitalization was 
solved by the use of such buildings as were avail- 
able. Coffee sheds were favored in some towns. 
These sheds with the trays used for drying the 
coffee beans, the trays roofed by tent flies, would 
hold cots for some thirty patients each. The 
patients were mostly typhoid cases and were cared 
for where they were. 


The Sixth Massachusetts Volunteers had some 
two hundred cases of typhoid at Uturado with a 
mortality of 8 per cent—as favorable a record as 
in most civilian hospitals of the day. The facilities 
for evacuating their patients to base hospitals did 
not exist. Patients awaited convalescence and 
then were sent to the nearest harbor to be placed 
on a hospital ship. This hospital ship frequently 
carried patients to military hospitals and to home 
ports where existing civilian hospitals were -ex- 
panded to care for them by the erection of tents 
and huts on the grounds and the taking over of 
adjoining buildings. 


Military Hospitals in the Philippines 


The regiments of United States Volunteers sent 
to the Philippines in 1899 to relieve the militia 
regiments and reenforce the regulars were good 
soldiers and well disciplined. The best of the 
volunteer officers of the Spanish War were chosen 
from them. These officers no longer came from 
the same home town as the men in their company. 
Thus, one of the main difficulties of enforcing 
discipline was removed. The ranking regimental 
officers were selected from the regular army. 
With better discipline, comes always better health. 
In the Philippines there was very little typhoid, 
Amoebic dysentery, cholera, during the epidemic, 
diarrhoeas, dengue, and injuries and wounds 
were our greatest care. Hospitals of considerable 
size were formed of existing buildings, huts and 
tents in large cities like Manila and Ilo Ilo. Hos- 
pitals made from dwellings houses and other 
buildings enlarged by huts of bamboo and thatched 
with nipa or sheets of corrugated iron served in 
outlying towns where troops were quartered. The 
war was a more leisurely affair than the Spanish 
War. We had more experience. In the central 
hospitals there were trained nurses; there were 
laboratories, operating suites and directors and 
Surgeons to man them. 


Military Hospitals in the World War 


In 1915 and 1916, a number of leading medical 
Schools organized staffs and groups of nurses to 
man, in relays, a certain British hospital in 
France. This was successfully accomplished, and 
from it grew the idea in medical circles, encour- 
aged by the office of the Surgeon General of the 
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Army and the Red Cross, that United States 
Army hospitals could be planned in a similar way. 
Hospital administrators, however, contended that 
army hospitals could best be based upon civilian 
hospitals; that hospitals—not medical schools— 
were best fitted to serve as parents to hospitals. 
This was true for two very sufficient reasons— 
that medical schools were few in number and 
hospitals many, and that the personnel of a hos- 
pital required much more than a cross section of 
a faculty. So certain self-appointed delegates 
from the group of hospital executives in early 
1916 visited General Gorgas, then Surgeon Gen- 
eral of the Army, and laid their plan before him. 
The result of this visit was that the Surgeon 
General authorized the organization of Base Hos- 
pitals for the Army by both hospitals and medical 
schools under the aegis of the Red Cross. 


The necessity of organizing under the Red Cross 
was due to the reluctance of the national adminis- 
tration to appear to be preparing for war, and the 
consequent lack of legislation making possible the 
formation of reserve hospitals chiefly under the 
medical department of the army. The two hos- 
pital directors at this conference, of the Massa- 
chusetts General Hospital and Johns Hopkins, 
were requested by General Gorgas to take the 
matter up with their respective Boards of Trus- 
tees and with their authority proceed to prepare 
Base Hospitals that they might be quickly mus- 
tered into the service when and if war was de- 
clared. So the earliest of these hospitals, each 
planned for five hundred beds, had more than a 
year to prepare before the declaration of war. 


The Base Hospital staff was formed by choosing 
some twenty-eight physicians from the civilian 
hospital staff supplemented by a few graduate 
residents and interns. A small group of physi- 
cians, another of surgeons, the latter with the 
necessary personnel for a number of surgical 
teams, an oculist, an otolaryngologist, a derma- 
tologist, and dentists. The administration of the 
civilian hospital was not always represented. The 
theory was that in most instances, these units 
would be commanded by medical officers of the 
regular army. 


Nurses were chosen with great care. In some 
instances, the superintendent of nurses herself 
went in charge, in other cases, the chief nurse 
was carefully selected as one of real experience in 
the control of nursing in a large hospital and one 
with the necessary philosophy and sense of humor 
to keep up the spirits of her nurses in difficult and 
perhaps dangerous days. Such a woman must be 
a good disciplinarian but kindly and just. Nurse 
supervisors—women trained for operating teams, 
etherizing, control of wards, and other special 
functions were chosen. Men fitted for apothe- 
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caries, storekeepers, drivers, opticians, were 
pledged. The large group of men was left until 
the time of enlistment, as it was found impossible 
to collect anything more than the leaders so far 
ahead. The Red Cross raised the money and 
purchased and stored the supplies needed for each 
five hundred bed hospital. In this year, as the 
nation rapidly drifted toward war, staff confer- 
ences were held, and a few drills undertaken. The 
directors of these Red Cross units were busy 
men. Shortly after the declaration of war, officers 
received their commissions, nurses and two hun- 
dred men for each unit were enlisted and intensive 
training was begun. 

The Rapid Expansion of Military Hospitals 

in France and England 

Although the original hospitals were organized 
and supplied upon the basis of but five hundred 
beds in many instances in France and England, 
they were expanded to care for patients to the 
number of three thousand to forty-five hundred 
at one time. The nucleus of supplies furnished 
by the Red Cross was of the greatest service. 
Here as in many other instances, the Red Cross 
could act and furnish supplies and in some in- 
stances, build hospitals before the more slowly- 
moving Army organization could get under way. 
Even with the year’s preparation that some of the 
units had, it took two to three months after the 
declaration of war to enlist and equip the men 
and drill them into something resembling soldiers. 
Some of these units, in their desire to be first in 
the field, went across to serve with the British, 
without much of their equipment, and their men 
entirely untrained. This was mistaken zeal. 


Great interest was taken by the civilian mother 
hospitals of these army hospitals. In many in- 
stances, substantial funds were raised by friends 
to meet the emergency needs of the unit. Again 
when additional personnel was needed for the ex- 
pansion of the hospital in France or England, it 
was sometimes raised at the home hospital. A 
hospital, the scion of a civilian institution, was 
carefully watched by the latter; such fame as the 
child acquired increased the glory of the mother, 
and any disgrace was likewise reflected. 


These hospitals functioned in many types of 
buildings in France and England. In some cases, 
hospital centers were established where a group 
of these units were collected and one story build- 
ings erected by United States Engineers or civilian 
labor. In most instances, there was a nucleus 
of existing buildings—hospitals, schools, mansion 
houses, barracks, or hotels. These would be sup- 
plemented by huts. In one case, the art museum 
of a great city was offered to the writer. The 
hospitalization was very extensive and it was 
needed. 
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American Civilian Hospitals in War Time 


What a satisfaction it was and is that our 
soldiers were as well and efficiently cared for in 
most instances as though they had been in their 
home hospitals. This was the accomplishment of 
American civilian hospitals, furnishing through 
their offshoots, a skilled care such as the soldier 
had never had before in time of war. 


What should be the part of men trained in hos- 
pital administration in the units now being pre- 
pared for service? They may be commanding 
officers if they have the necessary qualifications. 
Men aspiring to that responsible position must be 
medical men, they must have a certain amount of 
military experience, acquired by service perhaps 
in reserve officers training camps, in the World 
War or in the militia. They should be men who 
have had experience in administering large hos- 
pitals and have shown the qualities necessary to 
obtain the confidence of doctors, nurses, and men. 


Such men would not be available in the majority 
of instances. A man of this sort should come 
from the administrative group of the home hos- 
pital if possible. The probable commanding 
officer in the first instance will be a member of 
the regular army Medical Corps. He will have the 
advantage of military experience and training in 
camp sanitation, but he will not have had the 
experience in hospital administration which will 
be sorely needed in the hospital. 


The Need for Medical Reserve Officers 


The group of trained officers of the Medical 
Corps is a small one and every capable man among 
them will be sorely needed in other places. It is 
important then that a trained hospital executive 
accompany- the hospital in some capacity con- 
nected with its administration, where he can ob- 
tain military experience. He will soon be pre- 
pared to succeed the Regular as Adjutant or as 
Commanding Officer, provided he has the neces- 
sary personal qualities. Shall we try to name 
them? Justice, ability to enforce discipline, 
imagination enough to visualize what he should 
aim to attain, personal conduct which commands 
the respect and confidence of doctors, nurses and 
men. 


Remember that in the World War, regular offi- 
cers who went across in command of the expedi- 
tionary hospitals seldom remained with them for 
more than a few months. 


Again we are called upon to prepare for war— 
to be ready to provide hospitals if necessary in 
foreign lands. They may be in nipa shacks or 
tents in South America or in substantial insulated 
buildings in Alaska, northern Canada, or Green- 
land. We must be prepared for any eventuality. 
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Role of Civilian Hospital in the Program 
of Preparedness 


WINFORD H. SMITH, M.D. 


tions, what can? what should? and what must 
the civilian hospitals do? in the Program of 
Preparedness, but I am afraid we do not. 


| WISH we knew all the answers to the ques- 


In participating in this discussion, I make no 
pretense of doing more than raise certain ques- 


tions, point out certain problems to be considered- 


and make some suggestions which, it seems to 
me, the civil hospital authorities should imme- 
diately consider and act upon. 


An extensive prugram of preparedness is un- 
der way and from the experience abroad, we know 
that the civil hospitals of this country will in- 
evitably be involved even if nothing more serious 
happens beyond being prepared. It would be a 
great mistake, however, for us to assume that 
no more will happen. Even though we felt sure 
of that, it would still be necessary to go through 
with it because a full and complete state of pre- 
paredness may prove to be the only deterrent from 
war. 


The civilian hospitals have never shirked their 
responsibilities and their sacrifices and their ser- 
vice during the last war constituted a record of 
which we are justly proud. That these hospitals 
will respond to any demands made upon them is 
beyond question. It is our business, however, to 
do everything possible to make sure that they 
will besready to fulfill their function and to co- 
operate to the fullest extent when they are called 
upon. 


Our problem is twofold, first to continue to care 
for the civil population under any and all circum- 
stances and second, to render such assistance to 
the military program as may be necessary. 


The First Problem—Adequate Personnel 


The first problem which we shall have to face is 
that of obtaining adequate personnel to enable 
the hospitals to continue to function efficiently. 
We shall lose large numbers of nurses, doctors, 
orderlies, secretaries, technicians, and other work- 
ers due to conscription, the speeding up of in- 
dustry and the consequent competition with the 
higher wages of industry. The conscription act 
calls for men in the age group which would in- 
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clude all of our interns and resident staff, as well 
as many of our male employees. What can be 
done about it? I shall speak further on this 
question in a moment. 


Having accepted this assignment, I immediately 
wrote to the Surgeon General of the Army and 
stated that I would be glad to give any message 
to the hospitals represented here which he might 
wish to have presented and asked for suggestions 
as to the ways in which the hospitals might be 
of service to the military program. I was advised 
by his representative that the Surgeon General 
had asked the American Medical Association to 
assist in the procurement of additional medical 
officers and to coordinate such other activities as 
the hospitals and other agencies might be called 
upon to carry out. I replied that any program 
involving the civil hospitals would have to be 
approved by the boards of trustees and the ad- 
ministrative officers of the hospitals and that it 
would seem to me that it would be wise at this 
time to at least inform the hospitals as to what 
they might be called upon to do. I received a 
reply from which the following extract is quoted: 


I have discussed your letter of the 20th 
and 28th with General Magee. He appre- 
ciates that the American Medical Association 
has no control over the hospitals any more 
than it has over the individual physicians. In 
both instances its function is entirely ad- 
visory and coordinating. You appreciate that 
this office is not in a position to determine the 
professional qualifications of physicians nor 
is it able to evaluate the training facilities of 
the hospitals and schools. You also under- 
stand it would be far more simple for this 
office to deal with one advisory group than 
with several. Consequently General Magee 
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hopes to secure the advice and assistance re- 
quired not only in regard to personnel but 
also for training from the Medical Prepared- 
ness Committee appointed by the House of 
Delegates of the American Medical Associa- 
tion. I am sure that you will understand 
that he does appreciate the assistance that 
is offered by you and by the American Hos- 
pital Association and that he will avail him- 
self fully of it, but again he prefers that your 
efforts be coordinated by the one central com- 
mittee. 


He has asked that I express to you and to 
your Association his appreciation of your 
interest in the National Defense and his best 
wishes for continued success of your Associa- 
tion. 


The Association Committee of Medical 
Preparedness 


I can understand the desire of the Surgeon Gen- 
eral to deal with one body rather than several. I 
am not convinced, however, that the Medical Pre- 
paredness Committee should be confined to one 
organization and I am sure that the American 
Hospital Association should be recognized and 
take an active part if the interests of its member 
hospitals and all hospitals are to receive due con- 
sideration. I suggest, if it has not already been 
done, that the American Hospital Association ap- 
point a Hospital Preparedness Committee to work 
with the American Medical Association and other 
organizations to that end. It seems to me that it 
is particularly the function of this Association to 
deal with such matters. I do not say this in any 
spirit of jealousy but because I believe that we 
know our own problems better than any other 
organization and can deal with them more intelli- 
gently. We must cooperate in every possible way, 
but we should see to it that we have not only the 
opportunity but the right to participate in those 
councils which may determine our role, perhaps 
our fate, in the momentous plans under way. 


In an article appearing in the July 6 number 
of The Journal of the American Medical Associa- 
tion, Dr. Thomas Parran, Surgeon General of the 
U. S. Public Health Service, wrote as follows. I 
quote: 


Our defense plans, for the immediate emer- 
gency, are still young. There is much in the 
way of organization and coordination yet to 
come. But as a first step in meeting the vital 
needs of manpower preparedness I propose 
that a coordinator of medical and health pre- 
paredness for national defense be appointed 
under the National Defense Council. There is 


much for him to do. He would work with and 
through the Surgeon Generals of the U. S. 
Army, the U. S. Navy and the U. S. Public 
Health Service, other Federal agencies, the 
National Research Council and the national 
voluntary organizations concerned with the 
prevention, diagnosis and treatment of dis- 


ease. 
* * * &k  * 


If and when war comes, every million men 
mobilized need 7,500 doctors drawn from civil 
practice. Dentists, nurses, sanitary engi- 
neers are needed, too. In the mobilization of 
four million during the last war, more than a 
fourth of the effective medical men of the 
country were called to the colors. Whole 
counties were depleted of doctors. Many 
medical schools were almost put out of busi- 
ness, because the best men left for military 
duty. We shall not repeat these mistakes. 
Today we should investigate who should go, 
who should stay to practice, to teach, to 
operate an essential civilian service. We have 
no machinery now to do this. A coordinator 
of medical and health preparedness should 
create the machinery, working with the public 
health agencies, the schools and the medical 
profession itself. 


We have a shortage of laboratory techni- 
cians. Intensive courses would provide more. 
Universal training would deplete the ranks of 
medical students; yet we need doctors each 
year to replace obsolescence. Some medical 
and other scientists are vastly more valuable 
to the country working on their present jobs 
than they possibly could be in the Army or 
Navy. Here are other tasks for medical plan- 
ning through a coordinator. 


There is urgent need for standardization 
of many medical and surgical procedures for 
emergency application in time of war. Much 
wasted effort also could be saved through 
standardization of medical equipment which 
would be of value in civilian no less than in 
military practice. 


Surgeon General Parran has expressed volumes 
in those two paragraphs. 


We Must Not Repeat the Mistakes of the 
Last War 


Of particular importance to us is the admoni- 
tion not to repeat the mistakes of the last war. 
Not only must we retain adequate personnel to 
man our hospitals but we should take a long range 
view. We must not make the mistake of assum- 
ing that his is merely an emergency which will 
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soon be over, although I hope such will be the 
case. In any event, it looks as though we as a 
nation are embarking on a program of long dura- 
tion, a program of universal military training. In 
my judgment, it would be the height of folly to 
pull out of our hospitals now, interns and resi- 
dents who are receiving the supervised and di- 
rected experience which they need to round out 
the training to fit them for leadership in caring 
for the civil population, in the years to come and 
to fit them to become the investigators and teach- 
ers of the future. To be sure, they would get 
experience in military hospitals, but I believe in 
the long run the country will be better served by 
leaving them where they are until their service is 
finished. Furthermore, those who will graduate 
from medical schools next year and the subse- 
quent years should also be allowed to complete 
their training in the civil hospitals for the same 
reasons. Unless prompt action is taken this im- 
portant matter may not receive the consideration 
which it deserves and the American Hospital 
Association should play its part in this matter 
because, as Dr. Parran has said, not only the 
present, but the future of our institutions and the 
civil population are involved. 


The Selective Service Act 


At a recent meeting in Washington on medical 
preparedness called by the Surgeon General of the 
U. S. Public Health Service, Col. C. B. Spruitt 
explained the “Administration of the Selective 
Service Act.” The points which interest us par- 
ticularly are that no exemption or deferred service 
is provided for occupational groups of plants or 
institutions. This affects our hospitals. On the 
other hand, however, it was stated that those 
necessary to maintain health and safety of the 
civil population may be placed in the deferred 
group. We asked specifically as to the status of 
medical students, interns and residents in hos- 
pitals and Col. Spruitt said that no specific exemp- 
tion or deferred service for them is provided. At 
the present time it seems that the only method 
of retaining them is by application to the local 
boards. 


Col. Spruitt explained that the operation of the 
selective service act provided for decentralization. 
Each state handles the machinery with respect to 
Its own citizens. The Governor appoints the 
boards as provided in the act and the local boards 
Pass upon who shall be exempt and who shall be 
subject to deferred service. It seems to me that 
this is far from satisfactory from every point of 
view as applied to medical students, interns, and 
residents because it does not provide a uniform 
policy for all states and there might well be wide 
variation in the decisions of local boards. 
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On the other hand, as I understand it, final de- 
cision as to exemption or deferred service rests 
with the President and there is still a possibility 
that some uniform policy may be adopted. It is 
expected that a central medical coordinating com- 
mittee will be appointed which would probably 
deal with such questions. Furthermore, it is my 
understanding that the Surgeons General of the 
Army, Navy, and Public Health Service are in 
agreement that medical students, interns, and 
residents should be placed in the deferred group 
and should not be called for the present. That is 
encouraging and should be helpful. 


If we desire to have proper consideration of this 
important matter, we must have a Hospital Pre- 
paredness Committee such as I have already sug- 
gested. 


While dealing with the subject of personnel, I 
would stress that individual institutions will find 
it desirable and necessary to act in order to retain 
as many as may be needed of its senior medical 
staff and nurses. We should, of course, release 
as many as possible, even though it means sim- 
plification of hospital routine and I am sure that 
some simplification would not only be welcome 
but wholesome. Doctors and nurses should feel 
that service at home is quite as important as ser- 
vice elsewhere if they are needed to man our civil 
hospitals. 


Some hospitals, particularly teaching hospitals, 
have already surveyed their staffs and have de- 
cided who can and who cannot be spared. This is 
desirable, even though such decisions may not be 
recognized by the Government authorities or local 
draft boards. We must cooperate fully with the 
military program and we must be prepared to 
make sacrifices, but we should act intelligently 
with due consideration of all interests. 


Difficulties Which Civilian Hospitals May 
Encounter 


In all probability, the civil hospitals will sooner 
or later be confronted with hard times due to 
lack of paying patients, increasing cost of sup- 
plies, high taxes and consequent shrinking of 
donations and legacies, and from other causes. We 
shall have to do the best we can. But if a real 
emergency develops and there were no other way 
of keeping the civil hospitals going, it would seem 
that for the sake of preserving these institutions 
it might well be wise for the Government to ap- 
propriate adequate sums to keep these institutions 
going. The few millions necessary would be a 
paltry sum compared to the billions appropriated 
for other purposes related to the emergency. Cer- 
tainly, if our hospitals were required to evacuate 
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patients in order to take in war casualties as has 
been necessary in London, then these hospitals 
would have to be reimbursed or taken over tem- 
porarily by the Government. Even if war does 
not come for us, we shall sooner or later find it 
necessary to curtail and to conserve our resources 
in every possible manner without sacrificing 
essentials and we might as well begin to think 
about it because there is bound to be a reaction 
as the result of the great expense involved and 
the eventual slowing down of industry and the 
increase of unemployment. These hospitals will 
be needed in the future as they have in the past, 
war or no war. It would therefore be folly to 
expend all of our reserve funds and endowment 
funds during this emergency and have nothing 
left with which to carry on afterwards when they 
will be needed quite as much as ever before. 


We shall undoubtedly be called upon for specific 
service of several kinds in connection with the 
preparedness program. Some hospitals have al- 
ready been asked to organize hospital units for 
military service, general hospitals of 1,000 beds, 
evacuation hospitals, naval hospitals, etc. This I 
am sure the hospitals have gladly undertaken. 


Hospitals for Increased Populations 


In certain localities the civilian hospitals will 
face an abnormal demand because of the tre- 
mendous increase in population due to the loca- 
tion of new industries or the expansion of existing 
industries. For example, we were told at the 
meeting in Washington that the housing problem 
was acute in certain localities for the reasons 
cited above. In one city, with a normal popula- 
tion of 60,000, the expansion of the old and: the 
new industries around that city would bring there 
30,000 additional workers with their families. In 
another case, it was pointed out that already fam- 
ilies are living in single rooms, garages, chicken 
houses and tar papered shacks! We are told that 
many such situations will arise. What about hos- 
pitalization for the increased population? That 
will present a real problem for the local hospitals 
in such localities. 


Further than this, hospitals in some sections of 
the country might, in the event of war and in- 
vasion or bombing, be obliged to do as they have 
in London and other English cities. Practically 
all London hospitals have evacuated all chronics 
and minor cases, reserving only for the civil popu- 
lation the beds needed for acute illness. Some 
have evacuated all patients and are held solely 
for war casualties. 


The hospitals have had to provide bomb proof 
operating rooms and first aid rooms. It has been 
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necessary to cover the walls and windows with 
sand bags up to the second and third stories. They 
have had to provide decompression chambers, 
special facilities and-special personnel for treating 
gas cases. Blood banks have been amplified and 
increased in size and scope, stretcher bearers and 
first aid squads have been provided to cover ade- 
quately all needs night and day. These hospitals 
have been called upon to play an important and 
active part in the war program. 


Hospital Preparedness for Meeting New 
War Situations 


It hardly seems possible that we are obliged to 
consider such preparations but if it is necessary 
for us to embark as we have on such a vast mili- 
tary and naval program, we must seriously con- 
sider the possibility that hospitals of the United 
States and Canada might have to play the same 
role as have the hospitals of London. Conse- 
quently, the hospitals of every large city should 
organize and begin to plan to meet just such 
situations. 


Of course, not all hospitals would be so located 
as to make such steps necessary. The hospitals 
along the Atlantic coast, particularly from Wash- 
ington to Boston, would certainly be within the 
zone of operations both because of their location 
near the coast and because this whole area is 
studded with plants engaged in the manufacture 
of materials or implements of war, This might 
apply also to the Pacific coast. As I said before, 
it seems ridiculous to talk about such things, but 
it is no longer safe to rely upon the feeling that 
“it can’t happen here.” We must think about it. 
Hospitals in the interior in the middle west, south 
and west would not face the same problem. How- 
ever, they would be effected in other ways and 
then there are certain activities in which all might 
participate, such as the training of additional per- 
sonnel. 


Training New Hospital Personnel 


What types of personnel should be trained? We 
certainly should continue to train physicians at 
least as many as we normally enroll, both in the 
medical schools and teaching hospitals associated 
with them and in the non-teaching hospitals by 
further training interns and residents. But can 
we continue to operate our medical schools and 
their teaching hospitals as usual if they are lo- 
cated in coastal cities such as Boston, New York, 
Philadelphia or Baltimore? All medical schools, I 
am informed, have been moved out of London and 
other cities considered danger points. It may 
seem absurd, but we should certainly begin to 
plan for similar action in such cities as I have 
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mentioned. It will probably never be necessary, 
but as a part of the national program, plans 
should be made which could be carried out 
promptly if necessary. 


It is stated that 75 per cent of the patients in 
London hospitals have been evacuated to safe 
areas in the country. Under certain conditions, 
similar action might be necessary in some of our 
eastern coast cities. We should know where they 
could be placed and this will require careful plan- 
ning. 


Then there is sure to be a shortage of techni- 
cians, anesthetists, and orderlies. They will be 
needed in considerable numbers in military hos- 
pitals, war or no war, if we have a million men 
constantly under military training. That will 
mean that the civil hospitals will be depleted of 
such personnel, unless steps are taken promptly 
to train additional people qualified for such work. 
These technically trained persons must be replaced 
by others who, because of age or sex, are not 
subject to military service and courses of training 
should be arranged promptly, not only to meet our 
own requirements, but possibly to assist the Medi- 
cal Departments of the Army and Navy. I believe 
no time should be lost in formulating plans and 
putting them into effect. Not all hospitals can 
do this but the majority can do some of it, at 
least for their own protection. 


We shall lose many people to industry and this, 
too, will present a real problem. Here again we 
must recruit older men and women and women 
may replace men in some positions. Then, too, 
we engage in many activities which are highly 
desirable but not actually essential to the opera- 
tion of the hospital in caring for its sick patients, 
as, for example, the operation of non-essential 
research laboratories, statistical departments, 
complicated record systems, and others which will 
occur to each hospital executive as he takes stock 
of his own institution. Some of such activities 
will have to be curtailed, some eliminated tem- 
porarily. 


We have been through this before but we were 
not as well prepared for it as we should have been 
and it seems that it would be good judgment to 
be as far sighted and as well prepared as possible 
this time. 


Maintaining the Supply of Nurses 


The supply of nurses will present a grave ques- 
tio. Thousands of nurses will be drawn from 
our civil hospitals and from private practice to 
serve with the military establishment and to serve 
In industrial plants and in other than the normal 
Peace time occupations. There are not enough 


October, 1940 


trained nurses to satisfy all of these demands and 
still leave adequate numbers to staff the civil 
hospitals and to serve the civil population. 


We faced the same problem in the last war 
and there was great agitation for the training. 
and use of nurses’ aids or auxiliaries, call them 
what you please. This was strenuously opposed 
by the nursing profession and by many doctors 
and I was one of the latter. In order to meet the 
demands the Army School of Nursing was set up 
which if the war had continued would have trained 
a sufficient number to meet the demands. What 
shall we do now? I believe we should follow a 
different policy. A full course of training takes 
too long and might result in an over production 
which would be very undesirable. I believe that 
we should increase the number of students ad- 
mitted to our schools of nursing by at least 10 per 
cent, perhaps more, as a temporary measure, at 
least until we can foresee more clearly what the 
permanent needs are likely to be. In addition, it 
seems to me that it will be absolutely necessary 
to use nurses’ aids or auxiliaries. These young 
women should be carefully selected and given a 
minimum training to enable them to serve intelli- 
gently in both military and civil hospitals in per- 
forming-many of the non-professional or technical 
tasks which they could well perform and which 
are now carried out very largely by trained nurses. 
Since the last war we have been using them, 
mostly untrained, in limited numbers in civil hos- 
pitals for various reasons, but the chief reason 
for going into this now on a large scale is the 
emergency of preparedness and possible war. We 
know that they can be used to advantage, and a 
better trained group will be of great help in 
civilian hospitals at all times. 


The question at once arises, how long should 
be the course of training and what should be the 
scope of their training. The Joint Committee of 
the three larger nursing organizations, the Ameri- 
can Nursing Association, the National League of 
Nursing Education, and the National Organization 
of Public Health Nurses have issued a report out- 
lining a standard course for the training of sub- 
sidiary workers in the care of the sick. It is a 
timely and an excellent report and should be seri- 
ously considered. They recommend that the 
course cover from six to nine months. Their 
standards of admission and organizations are ex- 
cellent, but in my opinion, to meet the present 
emergency, the time could be considerably short- 
ened and without seriously detracting from their 
usefulness. I believe the English system provides 
an eleven weeks course and fifty hours of hospital 
practice, about twelve weeks in all. And this, 
according to the British Nursing Journals, seems 
to yield a very poor product. 
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The Importance of Civil Hospitals and the Civil 
Population to the Military Program 


This matter is one which I believe to be of the 
greatest importance to all concerned, the military 
program, the civil hospitals and the civil popula- 
tion. At the moment, it seems to me that this is 
one of the most important, if not the most im- 
portant, task confronting the civil hospitals in 
their efforts to cooperate in the program of pre- 
paredness. Decisions must be made, shall this be 
undertaken? what shall be the content of the 
course? how long shall the course be? and who 
is to decide these questions? As to the last of 
these,—who is to decide these questions, the 
American Hospital Association, the Catholic and 
the Protestant Hospitals Associations, the nursing 
organizations and the medical profession are 
vitally interested and the Medical Department of 
the Army, Navy, and Public Health Service are 
likewise interested. I suggest that the American 
Hospital Association at this meeting take steps 
to insure prompt consideration and action on this 
matter, perhaps by first appointing a committee 
of its own or perhaps to set up a committee to 
represent all of the parties involved. 


The Coordination of Intelligent Action of 
Civil Hospitals 


Before I conclude I wish to make the point 


that in any part which the civil hospitals may be 
called upon to play in the preparedness program 
there must be unified and coordinated action. In 
the larger cities, for example, a central commit- 
tee or authority should at once be established to 
insure coordinated intelligent action on the part 
of all the hospitals involved. This is no time for 
individual star plays but the time for team work 
and it is not too soon to begin getting the teams 
together. 


I stated in the beginning that I could do no 
more than throw out suggestions with reference 
to the role of the civil hospitals and I am sure 
that there are many points which I have not 
touched upon. My only reason for speaking at 
all was based upon the hope that perhaps I might 
stimulate thought and prompt action upon some 
of the problems which seem to me to need our 
attention as representatives of the civil hospitals 
of the United States and Canada, although Canada 
is already facing these issues. 


I have recommended the appointment of two 
committees, a Hospital Preparedness Committee 
to see that so far as possible the interests of civil 
hospitals are safe guarded and to work with other 
organizations, both civil and military, in formu- 
lating plans for the use and cooperation of the 
civil hospitals and a committee to consider the 
training of subsidiary nursing personnel. I urge 
action during this Convention. 





Preparedness Committee of the American Hospital Association 


At a general session of the American Hospital 
Association on Thursday, September 19, 1940, the 
following resolution was introduced by Dr. Wil- 
liam H. Walsh and seconded by Dr. Winford H. 
Smitt, and was unanimously adopted by the As- 
sembly: 


RESOLUTION: Introduced by William H. Walsh, 
M.D., and seconded by Winford H. Smith, M.D., 
at a General Session of the American Hospital 
Association on Thursday, September 19, 1940, and 
unanimously adopted by the Assembly. 


WHEREAS: A committee of the American Med- 
ical Association on Medical Preparedness has es- 
tablished relations with Federal Government 
agencies and has been recognized by them as rep- 
resenting civil hospitals, and 


WHEREAS: The American Medical Association 
has not been empowered to represent civil hospi- 
tals, nor has it invited the American Hospital As- 
sociation, which does represent civil hospitals, to 
participate in its deliberations, therefore, be it 
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RESOLVED: That there be appointed by the 
Board of Trustees of the American Hospital As- 
sociation a special Standing Committee on Hos- 
pital Preparedness which shall coordinate and co- 
operate with the Committee of the American 
Medical Association and any other organizations 
interested, and which shall represent the Ameri- 
can Hospital Association before all departments 
of the Government concerned with preparedness 
affecting civil hospitals. 


In conformance with the resolution adopted, 
Dr. B. W. Black, president, appointed the follow- 
ing Committee on Preparedness representing the 
American Hospital Association: 


Winford H. Smith, M.D., chairman 
Claude W. Munger, M.D. 
Rt. Rev. Msgr. M. F. Griffin 
- ‘Frederic A. Washburn, M.D. 
B. W. Black, M.D. 
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Look Ere Thou Leap, See Ere Thou Go 


(Thomas Tusser 1557) 
RICHARD P. BORDEN 


“The rains descended and the winds blew and beat upon the house and it 
_ fell not because it was founded upon a rock.” 


ITH gratifying frequency we hear from 
WY medical friends reports of some new 
Y preparation or discovery which may be of 
vital service in the cure or prevention of disease. 
The announcement is made, in practically every 
case, that the product will not be available for 
general use until its safety and value have been 
made certain. By such precaution evils are 
avoided. 


This is in accordance with good sense exem- 
plified by such maxims as: “Get down to’ bed 
rock,” “Begin at the beginning,” “Be sure and 
you'll not be sorry,” “Be sure you’re right then 
go ahead.” Such are gospels of preparedness. 


Experience has taught that these precepts and 
examples are sound. We have engaged in two 
wars as a reunited nation. For neither of them 
had time been taken for preparation, and the 
results as affecting the health of our men at war 
demonstrated the dangers of hasty procedures, 
many of which would have been avoided if plans 
had been perfected before action was begun. 


In the Spanish War there was lack of clothing, 
medical supplies, and good food. In fact, much 
of the food was distinctly bad, and many died and 
hundreds were invalided from malaria because of 
lack of quinine. Casualties were far in excess of 
the normal cost of battle. The deficiencies in the 
last war were less important. Though little had 
been done in anticipation, with the notable ex- 
ceptions of organizations of base hospitals and 
the nursing activities of the Red Cross, actual 
conflict did not begin until about a year after war 
was declared. Nevertheless, there were unneces- 
sary casualties because of inadequate medical pro- 
vision and increasing difficulties began to loom 
on the horizon, which were fortunately dissipated 
by the war’s end. 


The Value of Thoughtful Planning for 
Preparedness 


Nothing must be inferred or is here implied in 
disparagement of the medical departments of the 
Army and Navy. They have made notable con- 
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tributions in the field of medicine. Our particular 
interest is in hospitals. Both of the military ser- 
vices have demonstrated efficiency in this field. 
The trouble was that they had to do their jobs 
in a hurry, and the imperative demands of the 
day gave little time for adequate planning for the 
morrow. 


It seemed obvious that, under such conditions, 
someone should engage in fact finding. Research, 
if you will dignify it with that name. Two such 
services were undertaken in the last war, one by 
the medical profession as a section of the Council 
of National Defense, one by hospitals through the 
War Service Committee of the American Hos- 
pital Association. The Defense Medical Section 
began by studying the availability of doctors, the 
War Service Committee by getting figures relat- 
ing to the provision of hospital facilities, material 
and personal, which latter, of course, included 
doctors. Soon becoming aware of each other’s 
activities the two committees united in their 
efforts and discovered that, in providing medical 
service in time of war the various elements must 
be considered together, and, proceeding thus, it 
soon became apparent that, for the safety of 
soldier and citizen, the supply of medical agencies 
must be conserved, for it was limited and could 
not be increased by edict or decree, conscription 
or seizure. 


At first sight the fact finding proposition would 
appear simple. How many doctors are there? 
How many are needed for military service? Count 
the registered physicians and draft the number 
required. But how many are poor doctors? Sad, 
but true, there are some. How many are unfit for 
military service by reason of age, infirmity, or 
lack of proper training? How many must be 
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retained for civilian needs, in hospitals, or to teach 
a new supply of doctors? In an estimate of the 
number of available doctors, based on a New 
York State census taken by the Council of Na- 
tional Defense, it was found that 21.5 per cent 
were available for war duty, 9 per cent were over 
age, 30 per cent were physically unable to meet 
the service rules, 18 per cent were required in 
hospital and health services. Of the surgeons 
available it was found that 17.54 per cent were 
in Grades A and B, that is, of high capacity; 18 
per cent in Grade C, well qualified; 36 per cent 
had minor surgical experience, Grade D; and the 
balance was made up of obstetricians and railroad 
and genito urinary surgeons, to whom no grades 
were assigned. In the class of general practi- 
tioners it was found that 30.35 per cent had a 
practice of at least ten per cent in surgery. 


The Doctor as a Composite Agent 


Having become informed as to all these matters, 
the task is not yet completed, for the doctor of 
today is a composite agent. He works with his 
team and his tools. Suppose you represent a doc- 
tor by one of those circles to which we are ac- 
‘customed where one section represents the cost 
of food, another the cost of labor, and so on, until 
we have a picture of the component costs of run- 
ning a hospital. In the doctor’s circle there would 
be a large section representing education, another 
experience, another a place in which to work, an- 
other the number of nurses to carry out his 
orders, others the pathologist and technicians to 
give him needed information, the dietitians 
through whom he must properly feed his patients, 
and so on through a list of trained personnel on 
whom the doctor must depend; though he may 
not realize it. 


The Importance of the Nurse in the Program 
of Preparedness 


One of the most important factors of this com- 
posite physician is, of course, the nurse. How 
many of them will be needed? How many can be 
had? Remember the Public Health Nurses, the 
Visiting Nurses in cities and towns, and do not for- 
get the hospitals and the operating, anesthetiz- 
ing, supervising, and other specially trained 


nurses. In the last war there was not enough 
to fill the requirements, and there were long dis- 
cussions as to how they might best be supple- 
mented. There are not enough today. And what 
about ‘that “Jack of all trades and good—at 
many,” the hospital administrator. In the last 
war there was a controversy as to whether army 
hospitals should be governed by a soldier, or by 
a hospital man, or by both together. Inspection 
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demonstrated that the results were not always 
highly successful. Is it not probable that valu- 
able aid would be available from expert hospital 
men, at least through consultations and advice, 
were hospitals located in their neighborhoods in 
any future trouble? 


It was, and is suggested that the nursing serv- 
ice can be quite adequately supplemented by the 
use of assistants, as demonstrated in the British 
Service, and advocated and finally adopted by our 
own War Department; but not early enough to be 
put in operation. In May, 1918, the Paris office 
of the Red Cross telegraphed for “Nurses’ Aids 
as promptly as possible.” A superintendent of 
one of our hospitals in France wrote “The V.A.D.s 
(Volunteer Aid Detachment) have certainly 
saved the day in the British nursing field.” A 
Red Cross nurse after two years in British and 
French hospitals wrote: “The American Govern- 
ment will be down on its knees asking for nurses’ 
aids.” 


Assistants to Nurses 


Two months ago there was a spontaneous re- 
quest from some young women in a certain town 
for a course of training as assistants to nurses. 
The Red Cross provides such a course, but it must 
be preceded by a course in Home Training and 
then required a long period of instruction. But 
the young women desired to be ready to serve 
in war. However desirable home training might 
be, that was now another matter. So, as an ex- 
periment, and carefully telling the girls that it 
would give them no official standing, a course was 
established requiring seventy-two hours of prac- 
tical instruction and demonstration, based on a 
course that had been tentatively prepared in 1918. 
The only attempt at medical instruction was in 
bacteriology and personal hygiene given to guard 
the assistants from the transfer of diseases to 
themselves or between patients. They were not 
supposed to know nursing technique; “A little 
knowledge is a dangerous thing.” But they 
could do many things not requiring technical 
knowledge and thus relieve a nurse for more im- 
portant duties. The course has just been com- 
pleted, apparently with great satisfaction to both 
instructor and pupils. Some years ago men glee- 
fully quoted to their womankind Kipling’s remark 
that “the female of the species is more deadly 
than the male.” This was no aspersion. They 
will fight enthusiastically for the protection of 
their own. The other day a man painting a bal- 
cony on a nurses home was startled by having his 
cap knocked off by a tiny bluejay. He had ap- 
proached too near her nest. In the last war many 
young women were anxious to get into the war by 
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serving in army hospitals abroad. The spirit 


still exists. 


Our Civilian Medical and Hospital Need 


Experience of twenty years ago is of very little 
value now except as to principles. There have 
been many changes in civilian conditions as well 
as in military problems. Who can say what is 
the apparent present need? Are our civilians in 
danger of attack? Improbable as this may seem, 
careful planning authority must reach a conclu- 
sion and then act accordingly. If the answer is 
yes, what is the civilian medical need in invaded 
countries? We certainly do not know. How many 
have suffered, and to what extent, in England, 
France or Germany? How is the need met there? 
Perhaps our Government officials do know! And 
fundamentally these are problems of the military 
services, the Army and Navy, not separately but 
jointly. The two services came in conflict in a 
few and comparatively unimportant matters in 
the last war; but this should not happen. They 
both must draw from the same sources and should 
not jeopardize their needs nor duplicate their ef- 
forts by lack of cooperation. 


The Army and Navy are guardians of the peo- 
ple. So are hospitals and the ranks of the med- 
ical and nursing professions. It is our duty to 
continue this service and, in doing so, we cannot 
regard the military authorities as paramount. 
Men engaged in industries essential to defense 
will not be drafted. Doctoring and nursing are 
essential industries. Men are wounded in work 
as well as in war. There must be doctors and 
nurses to restore them to their essential in- 
dustries. 


The Conservation of Medical Resources 


The “bed rock” on which the structure should 
be based is conservation of medical resources. 
After needs for the field are provided for, bring 
the patients where the doctors are. That means 
to the vicinity of medical school and hospital 
centers. It fulfills the requirement that the men 
should be cared for as near home as possible for 
this purpose, hospital should be allocated in ratio 
to densities of population and, generally speak- 
ing, these coincide with hospital centers. To facil- 
itate deliveries to hospitals, returns to service or 
home, and visits of friends, the locations should 
be on trunk railroad lines and their distributing 
lines. This again corresponds with other criteria. 
In the Civil War hospital locations were found 
to be very generally on navigable waters because 
at that period they afforded the best means of 
Communication. And finally, by such choice doc- 
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tors otherwise unavailable, as well as other trained 
personnel, and laboratories and other special 
equipment can be used to the fullest extent. And 
the city services such as water, gas, electricity, 
sewer, and, very importantly, fire departments, 
would make for better service and protection. 


Rules Needed for Securing and Allocating 
Personnel for Hospital and Medical Service 


It is probable that in the War Department there 
are huge files containing maps and charts of many 
countries showing their contours and military 
establishments and methods of approach and as- 
sault. Would it not be valuable to establish such 
a file for medical service containing rules for se- 
curing and allocating personnel, locations, and 
methods of construction of hospitals, methods of 
transportation, including provision for medical 
trains and ships, and plans for supplementing 
nursing service by instructing and enrolling 
nurses’ assistants. 


How many doctors, hospitals and nurses will 
be required at the front, not forgetting that the 
expanded Navy will need a large quota? How 
many types of hospitals are needed? How many 
will be required outside of the battle areas? How 
large shall the units be and where distributed? 
Are tuberculosis units required? Is the incidence 
in the services greater than in civil life? It was 
intended to make this study in 1918, but there 
was not time. If there be no increase it would 
seem that the normal civil provision should suffice 
and make better distributions near the patients’ 
homes. What about hospitals for the incurable 
blind? Should these unfortunates be segregated 
in comparatively small units far from their usual 
environment? There should be careful study and 
standardization of hospital construction and equip- 
ment so that safe, efficient and comfortable in- 
stitutions may be promptly built or added to from 
time to time with a minimum of time and expense. 


The suggestions here made are not fanciful. 
Every one of them results from some experience 
of a problem to be solved. 


It would be folly for any individual to prescribe 
a program. This thesis attempts to indicate the 
need of careful study based on the only proposi- 
tion here didactically made—that medical re- 
sources of the country must be conserved for the 
protection of its citizens and its soldiers. 


There are many important problems. We, in 
the hospital, would be glad to assist in their solu- 
tion. We have no desire to censure, we seek to 
serve. 











The Doctor in the Service 


BENJAMIN W. BLACK, M.D. 


ITH war preparations going on every- 
WY sine this subject takes on extraordinary 

importance. The fact that we are discuss- 
ing it would indicate that in times past there 
have been difficulties and problems that arose 
relative to his selection, training, and assignment 
to duty. The duties assigned to him have been 
as varied while he has served his country as a 
medical officer, as they were while he was in civil 
life. The doctor brings with him into the mili- 
tary forces only the professional equipment and 
attainments that were his before he entered the 
service. He is usually taught something of the 
military requirements for the need of morning 
reports and this preparation and is told some- 
thing of the type of medical care given to his 
patients and the standards maintained in the 
practice of military medicine. 


Much stress is laid on the necessity of main- 
taining a fighting front and the keeping of well 
persons well by the application of well known 
methods of preventive medicine which he knows 
little about and is given less opportunity to learn 
after his entry into the service. He is taught 
something of the well known methods of getting 
rid of the soldier who is found to be unable to 
stand up to the rigors of camp life, the hardships 
of campaign and the stress and strain of war. He 
is expected, if fresh from civil life, to protest 
against “paper work” and tell everyone within 
hearing that in civil life he was an ophthalmolo- 
gist and now wants to do eye work and not be 
concerned with military red tape nor paper work. 


Fitting Square Pegs in Round Holes 


The military has apparently always assumed 
that success in civil life in any of the clinical 
branches of medicine presents sufficient justifica- 
tion, with little or no additional experience or 
training, for the assignment to duties with which 
he is entirely unprepared and with which he has 
had no interest nor experience, and expect him to 
succeed in their performance. In times past, 


physicians have been assigned to duties demanded 
by the grade shown on the commission and the 
insignia found on the shoulder straps, rather than 
in harmony with past training and experience. 
The greatest surgeon in the community, properly 
commissioned as Colonel, instead of his being 
assigned to large base hospital to do surgery, 
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finds himself in command of a medical regiment 
and with his rank is also the Division Surgeon. 
His day is taken up entirely with military duties, 
administrative in character while his former resi- 
dent physician, now commissioned a Captain, does 
all the major surgery in the hospital serving his 
area. Such an arrangement loses to the soldier 
the highly technical professional services of the 
good surgeon when he needs surgery badly, and 
the army has secured a very unsatisfactory and 
poorly trained administrator because it does not 
follow that a good surgeon can do good adminis- 
tration because of his surgical training. Even a 
military hospital of today and in time of war may 
be expected to be well administered by any one 
other than a trained administrator. It is not a 
wonder that many doctors given high rank in the 
last war were designated as very poor administra- 
tive officers! 


The Mission of the Medical Department 


Army Regulations defines the Mission of the 
Medical Department: The mission of the Medical 
Department is the conservation of man power— 
the preservation of the strength of the military 
forces. This is accomplished by the selection and 
enrollment for military service, through properly 
conducted physical examinations, of only those 
men physically fit for the performance of the 
duties to devolve upon them, by keeping such 
personnel in good physical condition through the 
application of modern principles of preventative 
medicine, and in furnishing those who do become 
disabled with such aid in the form of evacuation 
and hospitalization facilities as will speedily re- 
store them to health and fighting efficiency. 


The Medical regiment is a new unit in the 
Army organization. Its mission is to assist in the 
maintenance of the health of the division; to re- 
lieve it of its ineffectives promptly and systemati- 
cally; to provide the necessary medical supplies 
and material; and, finally to supplement and 
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complete the work performed by the medical de- 
tachments attached to the combat and service 
units of the division. 


The commanding officer of the medical regiment 
is also the division surgeon. Besides any pro- 
fessional duties he assumes, he is in command of 
sixty officers, one warrant officer and eight hun- 
dred eighty-two enlisted men. Not a small ad- 
ministrative job within itself! If we may judge 
by the experiences of the last great war, there 
were many physicians assigned to a division and 
other equally important places in the military 
establishment who had no experience except that 
gained from a rather active private practice in a 
large or small civilian community. 


Since the World War, there has been some at- 
tempt to train staff officers to assume command, 
but from the experiences of many of us such 
training has been most inadequate for such a pur- 
pose; three hundred hours per year covering a 
correspondence course in army paper work, with 
an occasional assembly ‘with other officers, has 
constituted the preparation of many good doctors 
to assume the responsible command of a large 
military organization. One Colonel reserve re- 
ported for a two weeks’ tour of active duty re- 
cently to a large army hospital and was assigned 
to the department of cardiology. A very good 
plan to make a good cardiologist, but without a 
single hour of training in command and of no 
value for the purpose intended. 


The Army and Navy must of necessity supply 
every service to its man power that is found in 
a modern medical service in a civilian community. 
It differs only as it is designed to accomplish 
some military purpose and coordinated that such 
a purpose may be best accomplished. The service 
would accept only persons who were able-bodied 
with enough mentality to permit the soldier to 
receive a command, understand it and then have 
the ability to learn a method of execution. A 
fighting line must be maintained and those per- 
sons who become incapacitated for any reason, 
must be sent away somewhere in a place provided 
where they may be properly cared for in a man- 
ner prescribed by law and regulation. The soldier 
suffering with an acute illness is quite likely to 
be just as sick as though he were at home, and 
m this modern day the military must supply to 
him the same kind of skillful attention and care 
that he would get if he were at home and in the 
best of civilian hospitals. The military of today 
Will supply no less than the most skillful care and 
attention to its wounded, its sick, and disabled. 
If this is not done, the folks back home must be 
reckoned with and this anxiety taken into con- 
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sideration. During the last war such a statement, 
when told, had a very different ending. Because 
of lack of proper placement of medical officers, 
with also the lack of proper training and orienta- 
tion in their new duties, from commanding officer 
down to the youngest with his new commission 
as First Lieutenant, the type of service was often 
far from being the best that could be rendered. 
It is now time to take note of these experiences 
that we may profit from other days. 


The Need for a Program of Training in 
Administration 


Little or no attention has been given to these 
important matters and need appears for a pro- 
gram for training in administration. There ap- 
pears to be ample provision to take care of the 
special clinical services as leaders in the profes- 
sion are willing to be called to supply such ser- 
vices. It is now generally accepted that those 
who will be called to service in the clinical fields 
or other capacities will be called only when their 
services are needed to perform professional duties 
and will be permitted to remain at home until the 
appropriate time shall arrive for their services to 
be required. This will avoid the many months of 
waiting endured often by physicians well trained 
to do clinical work, improperly brought into active 
service before necessity demanded that they leave 
their homes. Continued consideration is now 
being given to enroll such men, assign them to 
active duty at a time only when their professional 
services are actually necessary so that they will 
not find themselves on active duty with no duties 
to perform. There was much dissatisfaction and 
discontent on the part of medical officers in the 
last war, anxious to serve but who were called 
into service, often with no thought given as to 
the duties to which they were to be assigned nor 
the qualifications for duties that might be given 
them. A noted misfit coming under my own ob- 
servation was a highly skilled ophthalmologist 
who was anxious to serve and accepted the rank 
of Captain. He was assigned to a regiment of 
infantry as a junior medical officer and was made 
sanitary inspector. Such examples of bad assign- 
ments should not happen now. 


Medical Administration a New Specialty in 
the Field of Medicine 


Within the last decade there has developed a 
remarkable change in the field of hospital ad- 
ministration. It now seems to be accepted that 
the business of operating a hospital requires of 
the executive basic personality qualifications, to 
which has been added a ripe experience and some 
considerable training to qualify him in carrying 





33 


successfully the duties involved in the manage- 
ment and direction of a great hospital. Medical 
Administration is a new specialty in the field of 
medicine. Physicians today are being actually 
trained to operate a hospital and it is generally 
agreed in progressive communities that doctors 
are only qualified to operate hospitals when they 
have had some such background. In these last 
few years, there has been a marked trend toward 
improvement in purely public charity medical 
care, and to this field there has come an increas- 
ing number of physicians who have had training 
in administration and many who have qualified 
also in the field of preventative medicine. To some 
this presents a new field of endeavor and a new 
challenge in public medicine. Training experience 
is required in the field of hospital administration, 
and in the allied public health fields as well, for 
excellence to be attained. 


_ With this development as a requirement in the 
civilian medical and hospital field, the military 
cannot ignore it and fully meet the demands. Such 
a suggestion requires some changes in thinking 
on the part of many of us. There has been pro- 
posed very recently that there shall be established 
as a part of the Council on Military Preparedness, 
a Medical Coordinator. This, of course, is to 
insure the full use of all medical facilities in the 
event of an emergency and at the same time not 
rob any community of needed medical services. 
Even in time of war good medical and hospital 
care is required for the people back home. Such 
a coordinator might well devote his efforts to 
determine the nature and kind of duties required 
of medical command and develop plans and devise 
the best methods of qualifying physicians to fill 
such commands and carry out well developed pro- 
gram of assignment and training. There is time 
yet to patiently correct the faults of the last 
war, that the job that we may be called upon to 
do shall be done more effectively and with the 
least loss of professional skill. 


Service Hospitals Back of the Field of Combat 

Somewhere back of the lines, far removed from 
the field of combat, the soldier no longer able to 
render military service, will be given treatment. 
This care may last for many years; today in the 
veterans hospitals there are some who are still 
suffering from war disabilities. In every state, 
veterans’ hospitals are located to take care of the 
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soldier after he leaves the army or navy if he 
still requires medical care. But the military ser- 
vices, too, must maintain an increased number 
of hospital beds, often in rather permanently or- 
ganized hospitals, to give him care before the 
soldier is discharged back to civil life. All of 
these hospitals must be placed in command of 
skilled doctors, and their staffs must be organized 
along almost identical lines that are found in the 
civilian hospitals of today. There must be a 
nursing service with a nurse administrator in 
charge; dietary service, under whatever name it 
may be called; a department to purchase, procure 
and store supplies; an engineering department 
with its problem of maintenance; a public rela- 
tions program; and personnel department taught 
the principles of command. A change in a name 
or methods does not materially change the pur- 
pose of the organization or its manner of opera- 
tion. All of these are only a part of the adminis- 
trative problem confronting a military adminis- 
trator placed in command of such a _ hospital. 
These hospitals may be housed in temporary or 
permanent buildings, even in tents; they may be 
large or small. Their medical staff are the same 
doctors exactly who are now practicing in your 
hospital back home. It is hoped that each will 
serve as efficiently in his own specialty as he now 
serves in civil life. If he does not, it will be the 
fault of the military. Our business is to assist 
them all we can to make the military service as 
nearly designed as may be possible to meet these 
new demands of a modern world at war. Let us 
all profit by the experiences of the last war. 


From a recent publication issued for the guid- 
ance of the medical officers in military forces I 
quote: 


“A department whose officers number one- 
eighth of all the officers of the army and 
which in full swing may find itself actually 
in control of one-fourth of the entire per- 
sonnel, may well consider its responsibilities 
to the public and take account of its ability 
to meet its expectations. Something more 
than medical education and medical and sur- 
gical skill are required to meet these ad- 
ministrative responsibilities. Plans laid on a 
knowledge of the organization, administration 
and tactics of all units of the military estab- 
lishment, are necessary for the medical de- 
partment to make an adequate contribution to 
the national defense.” 
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The Future of Hospital Service Plans 





S. S. GOLDWATER, M.D. 


pitalization in precise terms calls for a knowl- 

edge of social forces to which I can lay no 
claim. In the field of social activity, speculation 
upon the future composition of forces whose 
strength can not be weighed or measured, is the 
utmost that a prudent commentator can attempt, 
and even such speculation must be undertaken 
with the realization that one’s guesses are likely 
to be colored by wishful thinking. 


Te predict the future of nonprofit group hos- 


Nonprofit group hospital service is rooted in 
social economic conditions. It is nourished by a 
widespread awareness and a desire to take full 
advantage of hospital resources. Its growth is 
largely determined by four major influences: 


First, by the extent of popular understand- 
ing of the convenience and practicability of 
joint budgeting to meet unpredictable indi- 
vidual hospital expense resulting from ca- 
tastrophic illness. 


Second, by the earnestness of the support 
of pre-payment hospital expense plans by 
the medical profession. 


Third, by the enlightened self-interest and 
consequent cooperation of hospitals. 


Fourth, by competitive commercial insur- 
ance, which, I regret to say, has in isolated 
cases been known to employ selling methods 
which are less than candid. 


Excuse for Existence of a Hospital Service Plan 


Nonprofit group hospitalization on a commu- 
nity-wide basis was first made available to the 
public by voluntary hospitals, and there exist 
among us today directors of hospital service plans 
who regard their organizations as little more than 
subordinate hospital auxiliaries, chiefly concerned 
With stabilizing hospital income. Fortunately, 
this is not the prevailing point of view; if it were, 
one could expect scant sympathy for current pro- 
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posals to extend voluntary hospital.care insurance 
among low income workers who cannot afford sub- 
scription rates which will counterbalance group 
hospital costs. Yet it is only through the careful 
formulation and the willing acceptance of these 
non-commercial proposals that hospital service 
organizations can hope to achieve full develop- 
ment as community-wide service organizations. 


Unless a group hospitalization plan can do for 
its subscribers or cooperators something that they 
cannot do for themselves, there is little excuse 
for its existence and less hope for its survival. 
What is that desired something? It is the assured 
provision of hospital care when the emergency 
arises, care given not in a public hospital as a 
recognized public function, or in a voluntary hos- 
pital as an act of charity or good will, but made 
available under a group subscription plan in a 
hospital of the subscriber’s own choosing. 


It is true that everybody does not have to face 
the emergency of a costly hospital illness every 
year, but anyone may find himself facing such an 
emergency at any time, either for himself or 
for a dependent, and no thoughtful man or woman 
today is unaware of, or indifferent to, the poignant 
tragedy of financial unpreparedness in such a situ- 
ation. It is because of this awareness that when 
the machinery for joint budgeting of hospital ex- 
pense by means of group hospital service plans 
was created, it was so promptly accepted by large 
numbers of prudent persons of only moderate 
means. 


The Protective Pattern 


The pattern that was initially adopted by group 
hospital plans was not perfect. From the stand- 
point of the individual seeking protection against 
unpredictable hospital expense, a perfect protec- 
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tive pattern would cover professional as well as 
institutional service; but such a thoroughgoing 
pattern was found to be impracticable because of 
the opposition of physicians who, for reasons 
which they held and. still hold to be sound, in- 
sisted on the exclusion of medical service cover- 
age from nonprofit hospital service contracts. 


Among the millions of subscribers to group hos- 
pital service plans, there are some who are con- 
tent with the limited protection they now have. 
These subscribers are willing to arrange independ- 
ently for medical or surgical attention; some even 
prefer to do so. Others, less affluent or inde- 
pendent, are asking with growing insistence for 
combined hospital and medical service coverage, 
and, since under the laws now in force in many 
of the states professional services must be con- 
tracted for by separate corporations controlled by 
physicians, hospital service associations are now 
seeking, and a few believe that they have already 
found, an acceptable formula for joint action with 
qualified professional service organizations... 


Combined Professional and Institutional Service 


Popular understanding of the practicality and 
desirability of joint budgeting to meet unpredict- 
able individual hospital expense has lately devel- 
oped in such a way as to make combined profes- 
sional and institutional service coverage almost 
mandatory. Inasmuch as there are no insuperable 
obstacles to the satisfaction of this demand, it 
may be assumed that the necessary legal and 
administrative mechanism, in a form suitable for 
general adoption, will be provided. But this need, 
this demand, and the relevant administrative 
mechanism, have to do chiefly with the rounding 
out of protection, by group action, for persons of 
moderate incomes who, because their individual 
financial reserves are slender, have undertaken 
collectively to support themselves as semi-private 
hospital patients. 


On this plane semi-private group hospital serv- 
ice plans present a significant example of intel- 
ligent cooperation; they are independent, self- 
supporting, cooperative enterprises rather than 
enterprises of characteristic communal character 
toward the support of which fractional contribu- 
tions must be made by others than the benefi- 
ciaries. As now conducted, such plans have at- 
tracted more than five million subscribers. That 
they will continue to grow, notwithstanding com- 
mercial competition which offers limited cash in- 
demnity in place of the more satisfactory hospital 
service in kind, I firmly believe; but when all the 
demands of groups seeking semi-private care shall 
have been appeased by nonprofit hospital service 
plans as now conducted, by such plans expanded 
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and supplemented by budgeted professional fees 
collectively applied through medically controlled 
nonprofit organizations, and by the underwriting 
of commercial insurance companies and cash in- 
demnity corporations, only the introductory chap- 
ter of group hospitalization will have been writ- 
ten. The principal theme of the history of group 
hospitalization, as it.is likely to be told by future 
historians, will be found to consist in. a wide move- 
ment for the provision of nongovernmental hos- 
pital service for the great mass of individuals 
gainfully employed in modest posts in American 
industry, through the combined efforts, contribu- 
tions, and sacrifices of the workers themselves, of 
the medical profession, and of voluntary hospitals 
that command community confidence and that still 
enjoy substantial, though diminishing, philan- 
thropic support. 


I am eager personally to take part in such a 
movement because long experience in the admin- 
istration of both public hospitals and private non- 
profit hospitals has convinced me that in our so- 
ciety today the higher standard of hospital care 
can be most satisfactorily maintained under a 
dual hospital system made available for the treat- 
ment of the masses, rather than under a single 
system administered by government. 


Independent Voluntary Hospitals Act as 
“Pace-Makers” 


The political, budgetary, legal, and administra- 
tive influence, hindrances, and complexities to 
which public hospitals and public hospital sys- 
tems are unavoidably subject, do not favor pro- 
gressive administrative methods or promise the 
highest standards of clinical care. Competent 
critics may complacently define acceptable mini- 
mal standards for public hospitals, but responsi- 
ble administrators know that it is not possible to 
observe such standards in all respects and at all 
times; and to raise a government hospital above 
a prescribed minimal standard requires extraordi- 
nary administrative skill and energy, plus a degree 
of generalized staff enthusiasm that is far from 
common. 


I gladly testify to the presence in public hos- 
pitals of physicians of great skill and fine pro- 
fessional character, and I am conscious of the ad- 
mirable institutional qualities of certain public 
hospitals, the outstanding of which are associated 
with medical schools; but public hospitals of great 
distinction are relatively few in number, and they 
either register the influence of a potent special 
educational stimulus, or they enjoy a rare type of 
leadership whose continuous functioning cannot 
be assured. I question whether even these favor- 
ably activated institutions would be able to move 
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forward at their present rate, if there were no 
privately conducted teaching and research hos- 
pitals to set the pace. Without vigorous inde- 


pendent voluntary hospitals to act as pace-makers, 
all public hospitals would feel the retarding in- 
fluence of bureaucratic red tape, and the large 
class of unemployed medical indigents, who must 
in any event look to state, city, and county hos- 
pitals for care, would fare accordingly. 


But, some one may ask, “What has all this to 
do with the future of group hospital service 
plans?” The answer is that many voluntary hos- 
pitals which collectively provide free or below- 
cost ward hospital service to millions of workers 
of slender means (workers who are conditional, 
not inescapable medical indigents), are finding it 
so difficult to support this service that a marked 
diminution in its volume is confidently predicted 
and even its collapse is feared. To the extent that 
voluntary hospitals fail to provide free or partly 
free care for the great mass of working people 
and their dependents, government hospitals must 
take their place. 


There exists an unmistakable trend toward the 
deliberate assignment to government agencies of 
hospital care for all medical indigents, and what 
is likely to happen to the quality of care under 
a government monopoly of this service, I have 
tried to make clear; certainly the prospect is not 
alluring. 


Preserving the Voluntary Hospital System of 
Caring for Rich and Poor 


Unless all the signs of the times are deceptive, 
there is only one way open to preserve the volun- 
tary hospital system in its present vigor and vol- 
ume as a system caring for both poor and rich, 
and that is to find a reliable source of income, 
wholly or chiefly nongovernmental in character, 
for the support of ward accommodations for gain- 
fully employed workers and their dependents, and 
this is where the group hospital service plan with 
its method of joint budgeting, aided perhaps by 
communal contributions in one form or another, 
fits into the picture. 


Iam not suggesting that the voluntary hospital 
abandon its charitable role, for even if payments 
to voluntary group hospitals become the common 
practice of workers in the lower income brackets, 
the amounts budgeted by them for this service 
will not suffice to cover the entire cost of their 
hospital care; moreover, the continued presence 
among us of uninsured workers and of other needy 
sick must be faced. Ample opportunity will there- 
fore remain for those who have surplus incomes, 
and who are charitably inclined, to contribute to 
voluntary hospitals to the extent of their means. 
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Budgeted Payments for Ward Care 


What I am proposing is that budgeted payments 
by workers eligible for ward care become, through 
the widest possible extension of nonprofit hospital 
service plans, a major item in voluntary hospital 
financing. I ask that ward services in voluntary 
hospitals be supported as far as possible by the 
beneficiaries of such services, acting in concert for 
their own good, since otherwise the preservation 
of this beneficent activity is uncertain, and its de- 
sirable extension impossible. This recommenda- 
tion I make as a hospital administrator concerned 
for the humane essentials of hospital care rather 
than for the cold economics of hospital adminis- 
tration. 


If, as I said at the beginning, the boundaries of 
group hospital service plans are chiefly determined 
by popular understanding of the practicality of 
joint budgeting to meet unpredictable hospital ex- 
pense; by the warmth and sincerity of the sup- 
port of the movement by the medical profession ; 
by the enlightened self interest of hospitals; and 
by the force of commercial competition, there is 
reason to believe that in the near future these 
boundaries will be vastly extended, and that there 
will be included, within the scope and activity of 
the plans, millions of workers who now either go 
without hospital care, or who reluctantly accept 
care in public or voluntary institutions, under 
the unpalatable classification of medical indigents. 
The current demands of labor leaders, of public 
spirited employers, and of groups of workers, in- 
dicate that millions of workers are eager to escape 
from medical indigency through cooperative ef- 
fort, but cannot now do so because the semi-pri- 
vate hospital service plans which are offered to 
them are beyond their means. 


I offer my congratulations to the hospital serv- 
ice associations that are pioneering in the provi- 
sion of group hospitalization for workers whose 
slender incomes lead them to seek ward rather 
than private or semi-private accommodations. 
What these enterprising associations have planted 
we must now water and bring to full growth. 
From their varied and as yet meagre experiments, 
there should gradually emerge a pattern of com- 
bined hospital and professional service coverage 
suitable for large-scale adoption throughout the 
nation. 


There can be no doubt of the sympathy with 
which a community hospital service plan for the 
masses will be received by the medical profes- 
sion, assuming that a plan is developed which does 
not disregard the reasonable claims of the physi- 
cians themselves; and I should like to remark in 
passing that in the treatment of deserving ward 
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patients, physicians in this country have often 
been generous to a fault. 


Inasmuch as the development of the voluntary 
hospital system in fullest measure as a system 
serving both rich and poor is involved in the pro- 
posals under consideration, it is not difficult to 
see where the enlightened self-interest of com- 
munity-minded voluntary hospitals lies. 


As for commercial competition with the type 
of ward service plan that is proposed, there can 
scarcely be any, because a satisfactory community 
plan will include elements of generous calculation 
by physicians, hospitals, and donors to hospital 
funds, upon which commercial companies can 
make no reasonable claim—a type of unselfish 
calculation and service with which, as business 
concerns intent upon profit, they cannot compete. 


Summary 


The program here suggested has its limitations, 
and on this score it will not escape criticism. It 
is unnecessary to claim in its defense that it of- 
fers a complete solution of all of the problems of 
the prevention of disease and of medical care for 
the masses; so far as I have been able to observe, 
panaceas in administrative medicine have always 
been disappointing. The aim of the proposed ex- 
tension of group budgeting for hospital care is 
clear. To low income workers and their families 
it opens the door to a larger volume of needed 
hospital service. 
concerned costs that cannot be borne individually. 
It removes a source of grave anxiety. It utilizes 
the valuable agency of existing hospital equip- 
ment and organization. It vitalizes private med- 
ical practice and preserves desirable medical re- 


It spreads among the groups: 


lationships. It makes for independence and self- 
respect. It releases public funds for other neces- 
sary uses. It safeguards the American system 
of voluntary hospitals, a system which has dem- 
onstrated its value as a progressive force in 
medicine. 


The suggested program leaves to the state, and 
to charitably inclined voluntary hospitals to the 
extent of their means, the separate problem of 
hospital care for those who are unemployed and 
beyond the reach of self-help, either individually 
or collectively. It makes no provision for the minor 
illnesses of its proposed subscribers, nor does it 
attempt to provide institutional care for creeping 
illnesses of such long duration as to make public 
assistance indispensable. All of these are phases 
of the broad problem of medical care that are now 
being or can be otherwise dealt with. 


The effects of the proposed program will vary 
in different sections of the country. In some of 
the cities in the East, it will take substantial 
numbers of patients out of dangerously over- 
crowded public wards. In other parts of the 
country it will render unnecessary the reproduc- 
tion, now threatened by social and economic pres- 
sure, of the most discouraging phase of the ex- 
perience of certain. eastern public hospitals, which 
are groaning under an unbearable load of required 
treatment. It offers a critical test of the prac- 
ticability of self-help through free large-scale co- 
operation in a major division of medical organiza- 
tion and care. Eventually it will enable medical 
administrators and sociologists to compare its 
results, whether good or bad, satisfactory or un- 
satisfactory, with those of compulsory hospital 
and sickness insurance and of state medicine as 
elsewhere practiced. 
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Col. Hugh S. Scott 


Words seem futile in paying our tribute to the 
friend of our boyhood days and the counsellor and 
companion of our increasing years, Col. Hugh S. 
Scott, who died August 31 in Oklahoma City, 
Oklahoma. For a half century he devoted his life 
to the service of his country and its disabled sol- 
diers. His passing brings sorrow to thousands of 
veterans of our wars, who respected and admired 
him. 

Col. Scott was the best known and most gen- 
erally loved of any administrator of our great 
Veterans Administration Facilities. Their inter- 
ests were his first concern, the welfare of the 
veterans was his life’s interest. He was one of 
them and belonged to them. 
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Hugh Scott was born in Southern Illinois. In 
the closing days of the last century he was an 
Oklahoma pioneer and drove with his family to 
help open, settle, and develop the Cherokee strip. 
He grew to manhood on an Oklahoma farm, stud- 
ied medicine and practiced on its prairies. He 
served as a Colonel in the Medical Department of 
the United States Army, became a candidate for 
Governor of his State, and spent twenty years in 
caring for the disabled veterans in the Muskogee 
and Hines Veterans Administration Facilities. 


And then as his life’s shadows slowly length- 
ened, he joined the unending caravan of the sol- 
dier dead, and all the veterans he had so tenderly 
cared for were waiting to welcome him. 
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Changing Trends in Hospital Administration 


MALCOLM T. MacEACHERN, M.D., C.M., D.Sc. 


and other institutions tend to lose some of 

the fine spirit of devotion and the urge for 
scientific betterment that their founders originally 
possessed. The pressure of daily routine crushes 
these enthusiasms. To advance we need compari- 
son—competition—the desire to emulate and to 
excel. Not only do we learn from others whose 
ideas we are here permitted to share, but there 
is born in us, through talking over our problems 
with one another, an urge to seek for ourselves 
new and better ways of running our hospitals. 


[ax to themselves as solitary units, hospitals 


Like mechanical toys, we seem to run down, 
and need every once in awhile to be wound up 
again. 


By means of conferences, the best that has been 


written. and related anywhere about improving 
hospitals can be brought into the discussion to 
bear upon local problems. In preparing their 
papers, the speakers consult authorities and 
search the literature for information, and in so 
doing acquire knowledge themselves that might 
not have been so thoroughly sought without the 
specific incentive. That knowledge, together with 
their own, experience, they pass on, and the bene- 
fits are multiplied. Patients gain by the ambition 
of hospital personnel to apply promising ideas in 
their institutions, so that the care given in them 
may be equal to the best in the world. Every 
man, woman and child, regardless of race, color 
or creed, deserves the best care that our hospitals 
can give, stimulated by such group endeavor as is 
being shown here. Trustees need to recognize 
these values gained by permitting and encourag- 
ing hospital personnel to attend such gatherings. 


Of the many changing trends, I have selected 
twelve that seem to be most important. 


1 Growing Demand for Subsidizing the 
Volunteer Hospital for the Care of 
Indigent Patients 


The seeking of aid from local and national gov- 
ernmental agencies in caring for the indigent 
patients in voluntary hospitals is a trend that has 
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been forced by the times in which we live. These 
hospitals have no desire to shift the entire burden 
of care of the indigent to public institutions. They 
want to do all that they can for them. But in- 
vested funds nowadays bring low returns, dona- 
tions and endowments are not being made with 
the former generosity because of the shrinkage 
in wealth of many who would otherwise be sub- 
stantial givers, and the demand for free service 
has grown as unemployment and depression have 
swelled the ranks of the indigent. 


If attention is focused where it should be on 
the person who is poor and who needs hospital 
service, it will be seen that the maximum number 
of these people will be benefited if financial aid is 
given by government agencies to existing institu- 
tions. The facilities exist; what is lacking is 
more complete utilization of them. Why waste 
money on new buildings and new facilities when 
more people could be served by devoting the funds 
to using what we have? I would not overlook the 
occasional exceptions, in areas in which hospital 
service is inadequate, but by and large the prob- 
lem is one of using to better advantage the beds, 
the appliances, and the organized personnel that 
we already have. 


2 Growing Interest in Hospital Service Plans 
or Group Hospitalization 


Four and a half million people were enrolled at 
the end of last year in fifty-six approved non- 
profit hospital service plans. The increase over 
the previous year was one million six hundred 
thousand. This is a most significant trend, and 
it is an important consideration in hospital ad- 
ministration. Values have been realized in in- 
forming the public of services that the hospital 
can render. Values have also accrued in general 
raising of the standards of hospital services. This 
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has followed the exclusion of unapproved hospi- 
tals from membership in the approved plans. Hos- 
pitals not before concerned over approval now 
show eagerness to improve themselves and meet 
the standard in order that they may be members 
of the plan. Thus, without direct pressure from 
the approving agency, the patient in the border- 
line institution, may expect better care as the in- 
surance plans adopt high standards. 


Low cost ward-service plans have also been suc- 
cessful in a number of hospitals. In this city there 
is the rapidly growing Pittsburgh plan with its 
full-coverage ward service plan at rates of 60 
cents, $1, and $1.25 monthly for the employed 
subscriber, husband and wife, and family, respec- 
tively. Commercial companies last year estab- 
lished a formula for group insurance for hospi- 
talization expense. The whole trend is to make 
hospitalization a part of the regular family 
budget. 


The aim of the hospital and of the medical and 
allied professions is to raise the general level 
of health. Toward this aim the hospital service 
plans can contribute by enabling the individual 
and the family to provide in advance for illness. 
They will then seek the aid that the hospital can 
render sooner than they otherwise would be likely 
todo. Both from the viewpoint of economics, and 
that of clinical results, the insurance plans are 
exerting a strong influence on the outlook for 
hospitals, and are bringing new problems with 
which the administrator must cope. 


3 Growing Appreciation of Public Relations 


Once upon a time there was glory in silently 
serving. Nowadays the glory would be short- 
lived, for service that is rendered in silence is 
forgotten and soon. dispensed with, because funds 
cease to flow to support it. This necessity we are 
under to exploit ourselves is just a token of our 
competitive age. This is an age in which, in 
order to hold their own and to advance, hospitals 
must tell what they are doing and can do, and 
must show that they are alert to social needs and 
are eager to meet those that lie within their prov- 
ince. Public relations cannot be good, no matter 
how expert the hands and voices may be which 
direct them, unless the service is worthy of being 
made known. Some of the stimulus to better serv- 
ice has come through the obvious necessity of 
backing up the hospital public relations programs. 


4 Promotion of Health and Prevention 
of Disease 


The hospital should be an active health force 
in the community. The time is past when it could 
fulfill its obligations by standing by to receive 
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the critically ill and injured. A new ideal is dom- 
inant—conservation of health—and the hospital] 
can be a leading factor in a community’s attain- 
mert of this ideal to the maximum degree. In 
this endeavor, the hospital gains by linkage with 
the other health, welfare, educational, recrea- 
tional and civic organizations in the community, 
The effect of this linkage is to bring the hospital 
out of isolation, and we have among the chang- 
ing trends in hospital administration an obliga- 
tion for the administrator to figure among the 
leaders in general service to the community. 


In. addition to this extramural activity, the hos- 
pital aiming to function as a health center must 
practice what it preaches by maintaining super- 
vision over the health of its personnel. Periodic 
physical examinations, proper diet, regulation of 
hours and conditions of work, prompt attention 
in case of injury and illness, recreational facili- 
ties, and other factors are involved which must be 
planned and supervised by the administrator, and 
the need for which must be understood by the 
trustees, who never before have had quite such 
heavy responsibility in this respect. 


5 Assistance in Hospital Development 
in General 


Probably trustees are inclined to feel that an 
administrator should practically confine his at- 
tention to the hospital under his control. This is 
a wrong attitude. A policy of isolation by an ad- 
ministrator and other hospital personnel is selfish, 
short-sighted, and unfair to the patient and the 
profession. No hospital can live unto itself with- 
out suffering for it, and causing other hospitals 
to lose the benefit of the experience gained within 
it. Occasionally trustees and administrators have 
a conscious feeling that to communicate their 
ideas, for others to benefit by, is to throw away 
something precious that belongs to them. As a 
matter of fact, ideas grow with communication, 
and the more of them you pluck and give away, 
the more will flower in their places. Besides, who 
of us can be sure, with all that we hear and read, 
which of our ideas, originate in our own minds? 
We merely appropriate and adapt them to our 
own purposes, as a rule, and in all fairness should 
re-communicate them, plus our way of making 
use of them. 


With our eyes on the good of the patient—all 
patients—hospital trustees and administrators are 
duty bound to view hospital service as one mighty 
ocean, into which every unit, and every per- 
son, working in it, should pour all that they can 
contribute. In no field is team work more needed. 
In no field are the groups that engage in team 
play more benefited. 
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6 Advancing Scientific Medicine and Research 


It is to the everlasting credit of our American 
hospitals that they have been increasingly de- 
sirous of furthering the advancement of scientific 
medicine and research. The hospital with its 
highly trained personnel and its elaborate facil- 
ities is in a strategic position to help the cause 
of scientific medicine. The trend here is to enlist 
the aid of the hospital more and more in the 
search for improved methods of applying the 
knowledge gained through investigative and ex- 
perimental work. 


7 Improving the Methods of Educating and 
Training Hospital Personnel, and the New 
Function of Educating the Public 


It is the duty and privilege of every hospital 
to teach, to educate, and to train. Even where 
no formal program exists, this duty should be 
recognized. Unless it is a teaching and educa- 
tional center, a hospital is failing to rise to its 
opportunities. Today, almost all hospitals recog- 
nize their obligation to train personnel—doctors, 
attendants, dietitians, social workers, technicians 
and others. Academic background is important 
but must be supplemented by apprenticeship in 
which practical experience under proper guidance 
may be acquired. The changing trend in this field 
is for the administrator to actively concern him- 
self with the “guidance” feature in this appren- 
ticeship. 


The hospital has an obligation to create an 
atmosphere that will stimulate the practicing 
physician to study and develop. With a heavy 
practice, many doctors are too busy to devote 
time to formal postgraduate courses. My own 
observations lead me to estimate that not more 
than three per cent of our physicians undertake 
postgraduate study in any given year. Over a 
twenty year period, not more than eleven per cent 
have done postgraduate work, since the postgrad- 
uate study seems to re-attract many of the same 
doctors. 


The desire to take postgraduate work may be 
stimulated by the hospital. Some hospitals may 
be able to offer short courses, and all may offer 
some of the advantages of postgraduate study. 
The library may be well stocked with reference 
works and periodicals, conveniently arranged in 
inviting surroundings. Discussions at the medical 
staff and clinical pathological conferences may be 
80 directed that the participants will feel the need 
for broader background. 


In the education of nurses, interns, and resi- — 


dents, the trend is toward more refinement of 
method and better supervision over practical 


October, 1940 


work. The old way was to more or less let the 
person learn by doing, but in every field the tech- 
niques have become more complicated, and many 
mistakes are avoided and much time is saved by 
planned guidance. In the hospital this is more 
important than in most places because of the ele- 
ment of danger to the patient in neglect of super- 
vision of incompletely trained personnel. Nat- 
urally the trend in this field is to throw an in- 
creasing burden of supervision on the adminis- 
trator. 


Nor are the educational obligations of the hos- 
pital discharged when it has provided for the in- 
struction and training of those who work within. 
its walls. It must reach out and educate the com- 
munity. 


8 Adoption of More and Higher Standards 
of Hospital Service 


The increasing needs and demand of the pa- 
tient, compatible with the advance in medical 
science and the mechanical arts, are being met 
by the development of standards for more types 
of service and higher standards for those already 
in existence. Minimum standards for the clinical 
laboratory, x-ray, physical therapy, anesthesia, 
and many other services, besides those affecting 
the hospital service as a whole, exist. There are 
also standards for the training of the personnel 
who perform the service. Standards provide 
gauges by which the service in a hospital may 
be judged, and they are a great aid in admin- 
istration. 


9 Improving Medical Staff Organization and 
Control of the Clinical Work 


This is fundamental. The hospital cannot es- 
cape responsibility for inadequate medical service 
rendered by members of its staff. It must enforce 
rules and regulations that will insure the highest 
quality of service. The supreme factor in service 
to the patient is medical care, and it is a function 
of administration to so organize and regulate this 
factor that only properly qualified physicians and 
surgeons are permitted to gain and retain places 
on the hospital staff, that these doctors work to- 
gether as an organized unit holding regular con- 
ferences, and that they submit their results to the 
critical judgment of the staff as a whole. 


10 Increasing Use of Subsidiary Workers in 
the Hospital 


This is a trend that introduces both helpful and 
disturbing factors. Conservation of the time and 
effort of trained personnel through relieving them 
of duties that can be performed by relatively un- 
trained workers is unquestionably a common sense 
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endeavor. It permits better and more complete 
utilization of the skills and knowledge of edu- 
cated and experienced individuals. It promotes 
efficiency and economy and improves morale. Only 
in the abuse of this practice is there ground for 
criticism. The responsibilities of the subsidiary 
worker must be strictly limited. A fine line should 
be drawn between the duties that must be per- 
formed by the nurse, the intern, and other spe- 
cially trained workers, and those that may safely 
be turned over to the orderly and the nurse’s aid. 
And careful plans must be laid and followed for 
close supervision of the subsidiary worker. 


11 Increasing Attention Given to Certain Types 
of Patients, Such as Chronic, Convalescent 
and Cancer Patients 


Unquestionably there has been neglect of the 
chronic and the convalescent patient, because of 
the pressure of immediate attention necessary for 
_ the more critical types. Yet the need in these 
fields is acute. Better care of the convalescent 
patient would often, result in more completely re- 
storing him to normal health. 


_ Outside of a few special institutions, the cancer 
patient has not until the last few years received 
the benefit of special organization of the resources 
of the hospital in his behalf. Now one-fifth of 
the general hospitals having one hundred and 
more beds have approved cancer clinics, and the 
number is growing. 


12 Focusing Attention on the Patient 


Of course the beginning and the end of every 
function of the hospital is the best possible care 
of the patient. We could represent the patients 
as a straight line and the various services as arcs 
that rise from the line and curve right back to 
it on the other side. 
keeps a proper sense of balance between the arcs 
and the line of care of the patient to which they 
all return. 


The emphasis on the scientific care of the pa- 
tient as the primary function of the hospital has 
existed verbally for a long time, but actually the 
hospital tended to be operated oftentimes as if 
it were an end and object in itself. Sometimes 
the object was profit; again it was community 
or denominational pride in having splendid insti- 
tutions. Occasionally the praiseworthy ideal of ef- 
ficiency was carried to such an extreme that the 
patient was subordinated to it, instead of effici- 
ency being subordinated to consideration of his 
individual needs. 


We have learned that there is positive assur- 
ance of more effective therapy through individual- 
ization. This central idea of concentrating on 
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The good administrator . 


the patient as an individual, different, in his en- 
tire aspects, from any other—of making the pa- 
tient the dominant consideration in every phase 
of service—is undoubtedly the foremost trend to- 
day in hospital administration. 


The Administrator and Administration 


These twelve trends that I have outlined in 
hospital administration—and there are many 
more—serve to show that in this field there are 
infinite complications and possibilities. 


Improving the Art and Science of Hospital 
Administration and Raising Standards of 
Training for Hospital Administrators 


I know of no work that demands higher and 
more varied qualities than hospital administra- 
tion. Nobody could be over-qualified for such 
work. Knowledge of medicine, nursing, dietetics, 
drugs, accounting, and many other different sub- 
jects is valuable to an administrator, who should 
also have skill in personal management, in organ- 
ization, in economical and efficient operating of 
the hospital, and in establishing it in its rightful 
place in the community. The board of trustees, 
in selecting an administrator, is dealing with the 
destinies of the hospital. True, an unsatisfactory 
administrator can be discharged, but while he 
was in office he may well have done irreparable 
damage to the reputation of the institution. 


The trend toward wiser selection of adminis- 
trators has been too slow. Governing boards still 
appoint hospital administrators on political and 
other preferences that have no bearing on their 
abilities for the work to which they are assigned. 
Hospital administration is a distinctive science 
and art. It takes special education and training, 
which are now available. When trustees select 
to administer their hospitals, men and women ot 
recognized standing in. the hospital field, active 
members of the American Hospital Association, 
and Fellows of the American College of Hospital 
Administrators, then individual hospitals and hos- 
pitals as a whole will really be properly directed 
to assure the best possible care of the sick and 
injured. 


Looking Forward 


A possibility—I would not call it a trend—that 
some view with alarm, is governmental control 
of hospitals. I do not believe that there is any 
threat to the continuation of our voluntary hos- 
pital system. Increasing attention has been fo- 
cused on the Federal Government interest in 4 
national health program. More recently this has 
been evidenced in a proposal to establish hospitals 
in communities that cannot maintain the essential 
service for the care of the sick and injured. It 
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is proposed to build fifty hospitals costing $10,- 
000,000 in selected depressed areas. Though spon- 
sored by the Federal Government, those hospitals 
would be maintained and operated by the local 
community. The program is predicated on com- 
munity needs to be determined by an advisory 
council, and how far it will be carried it is im- 
possible to predict. Ultimately one would think 
the fact would be considered that during the past 
year 30.8 per cent of the hospital beds, or ap- 
proximately 198,000 were, on the average, vacant 
at any given time throughout the year. This may 
retard extension of the program. 


The correct interpretation of the Government 
attitude is, I think, that it is aimed at coopera- 
tion with existing voluntary hospitals to maintain 
efficient hospital service in their respective com- 
munities. This would involve and does involve 
subsidizing the voluntary hospitals for the care 
of indigent patients, a trend which would un- 
doubtedly be to the advantage of our present vol- 
untary hospital system. 


The national health program has already been 
extended to crippled children, social diseases, ma- 
ternity work, and cancer, but I doubt that there 


need be fear of government control and promotion 
of hospitals to the extent of curtailing or embar- 
rassing the present functions and work of the 
voluntary hospital. The present willingness to 
confer with organized groups in the hospital field 
is encouraging, and there should be every oppor- 
tunity through this means of working out the best 
program for all concerned. 


Another concern. that hospital people have when 
they look ahead is over the prospects of increas- 
ing cost of hospital care as advances occur in 
medical science, specialization, and refinement of 
diagnostic and therapeutic processes and facil- 
ities. I believe that there will be such an increase, 
because of increasing costs of hospital operation 
and maintenance. But I am sure that the results 
in saving of lives and restoration of health will 
more than offset any increased cost. Service in 
our hospitals is already so great that the ratio 
of workers to patients is one-to-one, so that for 
a few cents an, hour—from 14 cents for the $4 a 
day room to 25 cents for the $6 one—the patient 
receives an amazing amount of varied service. 
Who would begrudge the few cents more that it 
may cost to amplify the power of our hospitals 
to conserve life and health? . 





Manual of Graduate Training in Surgery 


Pursuant to its aim of raising the standards 
of surgery, the American College of Surgeons has 
published a 24-page “Manual of Graduate Train- 
ing in Surgery” in which are incorporated the re- 
quirements for its approval of programs of train- 
ing in general surgery and the surgical specialties 
in hospitals of the United States and Canada. 


The “Manual” is the outcome of ten years of 
study of educational programs in surgery by the 
Board of Regents and several committees of the 
College. In 1937 a Committee on Graduate Train- 
ing in Surgery was established under whose di- 
rection the field staff of the College personally 
surveyed a selected group of hospitals in connec- 
tio with the work of the Hospital Standardiza- 
tion Department. Based on the findings of those 
surveys, “Fundamental Principles and Criteria” 
Were developed which have been applied in evalu- 
ation of plans for graduate training in surgery. 
The plans of 179 hospitals have so far been ap- 
Proved by the College. The new “Manual” is an 
elaboration of the “Fundamental Principles and 
Criteria” and will in the future be applied in de- 
termining eligibility for the Approved List to be 
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published in the Approval Number of the College 
Bulletin in October of each year. 


The College recognizes three principal types of 
institutions as offering acceptable programs of 
graduate training in surgery: (1) universities or 
teaching hospitals supervised by departments of 
surgery of medical schools and graduate schools; 
(2) fellowships in recognized clinics and other 
organized groups; and (3) selected hospitals 
which by utilizing their own facilities to the full- 
est are able to carry acceptable programs through 
to completion, or which have supplemented their 
educational program, particularly in the basic 
medical sciences, through affiliation with medical 
schools and graduate schools. 


The Minimum Standard for Graduate Training 
in Surgery which is included in the new “Manual” 
comprises five clauses, concerned with, (1) dura- 
tion and objective of the program; (2) organiza- 
tions and supervision; (3) basic medical sciences; 
(4) clinical, material, and (5) organized study. 


Under the requirements, an acceptable program 
requires a minimum of two and preferably three 
or more years of training in surgery, beyond at 
least one year of general internship. 

















American College of Surgeons 


Hospital Standardization Conference to Be Held 


tion Conference, sponsored by the American Col- 
lege of Surgeons in connection with the Clinical 
Congress, will be held at the Stevens Hotel, Chi- 
cago, from October 21 to 24, inclusive. 
Monday, October 21 

- The conference will open Monday morning at 
10 o’clock in the ballroom of the hotel, with an 
address by Dr. George P. Muller, president of the 
College, on the subject of the Hospital Standardi- 
zation program. Following this address, official 
announcement will be made by Dr. Irvin Abell, 
chairman of the Board of Regents of the 1940 
List of Approved Hospitals. 


The Surgeon General of the United States 
Navy, Rear Admiral Ross T. McIntire, will dis- 
cuss “Medical Preparedness for National Emer- 
gency,” and the director of the Albany Hospital 
at Albany, New York, Everett W. Jones, will de- 
scribe how a hospital can prepare for national 
emergency. 


Rev. A. M. Schwitalla, S.J., dean of St. Louis 
University School of Medicine and president of 
the Catholic Hospital Association, will speak on 
“The Hospital of Tomorrow”; Dr. Benjamin W. 
Black of Oakland, California, medical director of 
Alameda County Hospital and president of the 
American Hospital Association, will discuss “The 
Effect of the Present Trend in Specialization in 
Medicine on Hospital Administration and Serv- 
ice”; and Dr. Dallas B. Phemister of Chicago, 
professor and chairman, Department of Surgery, 
University of Chicago School of Medicine, will 
give the report of the Committee on Graduate 
Training in Surgery of the American College of 
Surgeons, of which he is chairman. The presi- 
dent-elect of the College, Dr. Evarts A. Graham 
of St. Louis, professor of surgery, Washington 
University School of Medicine, will lead the dis- 
cussion of subjects presented at this session. 


The afternoon session of the first day will be 
a conference on convalescent care, with discus- 
sions of the subject in general and from the stand- 
point of various types of patients. 
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in Chicago, October 21-24 


The twenty-third annual Hospital Standardiza- - 








Tuesday, October 22 

Breakfast conferences will be held on Tuesday, 
Wednesday, and Thursday on the subjects of, re- 
spectively, hospital administration, medical rec- 
ords, and public relations. 


Among the other subjects to be covered in the 
general sessions and panel discussions by out- 
standing authorities in each field will be: “Quali- 
fications for Performing Major Surgery,” “Con- 
trol of Postoperative Infections,” ‘‘Anesthesia 
Hazards,” “Nursing Service and Nursing Educa- 
tion,” “Problems of the Small Hospital,” “Hospital 
Administration and Its Relation to Organized 
Medicine,” “The Problem of Tuberculosis in the 
General Hospital,” “Organized Health Service for 
Hospital Employees,” “Medical Staff Organiza- 
tion,” and “Hospital Rates.” 

Wednesday, October 23 

The Wednesday morning session will be a joint 
conference of the American Asseziation of Med- 
ical Record Librarians and the American College 
of Surgeons. 

Thursday, October 24 

On Thursday afternoon between 3:00 and 5:00 
p. m. there will be a “Conference on Graduate 
Training in Surgery.” 

Consultation Service and Round Table Conferences 


Following the afternoon sessions on Monday 
and Tuesday, and from 1:00 to 2:00 p. m. on 
Wednesday, consultation service has been ar- 
ranged with recognized leaders in the hospital 
field on specific topics which, in the course of the 
three days, will cover most of the aspects of hos- 
pital service in which troublesome problems arise. 


Two evening panel round table conferences are 
scheduled. The theme for the Tuesday evening 
session will be “Organization, Management, and 
Special Problems of the Small Hospital.” The 
Wednesday evening conferences will be divided 
into two sections, each to cover a variety of topics. 


Twenty Chicago hospitals will be the scene of 
group conferences and demonstrations on Wednes- 
day and Thursday afternoons. 
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Hospitals—General Laws and Specific Cases 


SISTER M. ANN JOACHIM, O.P., L.L.M., Ph.D. 


public. A private hospital may be organ- 

ized for profit or it may be a charitable 
nonprofit organization. A public hospital, on the 
other hand, is one maintained and operated by a 
town, city, or state for the benefit of the com- 
munity. 


[pubic 4 can be classified as private and 


The general rule, when a hospital undertakes 
to treat a patient without any special arrange- 
ment or agreement, its engagement implies three 
things: 


1 That its physicians, nurses and attendants, 
possess the requisite degree of learning, 
skill and ability necessary to the practice 
of their profession and which others, sim- 
iliarly situated, ordinarily possess; 


2 that its physicians, nurses and attendants 
will exercise reasonable and ordinary care 
and diligence in the use of their skill and in 
the application of their knowledge to the 
patient’s case; 


3 that its physicians, nurses and attendants 
will exert their best judgment in the treat- 
ment and care of the case. 


Any negligent performance of their duties, 
whether by lack of professional equipment or 
lack of professional skill, is a breach of hospital’s 
contract with patient.” 


Liability of the Private Profit Hospital 


In almost all jurisdictions the general duty 
nurse is considered the servant of the hospital 
which employs her.* In such a capacity the master 
is liable for the torts of the servant if they are 
committed within the scope of her employment. 
This doctrine known legally as “respondeat su- 
perior” can best be understood by examples. 


A patient sat up for the first time after a three 
weeks’ illness from typhoid. The nurse sat him 
near an open window where he stayed for several 
hours because he could not walk unassisted. He 
contracted tuberculosis and recovered $15,250 in 
damages from the hospital because of the negli- 
gence of the nurse.* 
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In the case of Stevenson v. Alta Bates Hospital, 
Inc.,5 a nurse was negligent in permitting the 
patient to fall, while teaching her to walk after 
a stroke of apoplexy, which resulted in permanent 
injuries. The jury returned a verdict against the 
nurse and hospital in the sum of $8,000. 


A hospital conducted for private gain is not an 
insurer of its patients against injury inflected 
by themselves but is only required to use ordinary 
and reasonable care, the degree of such care 
should be in proportion to the ailment of patient 
rendering him unable to look after his own safety. 
Hospitals receiving nervous and mental cases 
must employ such means to restrain and guard 
the patient as would seem reasonably sufficient to 
prudent men under like circumstances in order 
to prevent escape of self-inflicting of injuries. 
Breach of this duty will result in liability. In 
a Texas case’ the patient wandered from the 
building and met his death at the railroad tracks. 
He was not found for twelve hours and the jury 
returned a verdict in favor of his estate and 
against the hospital because it was shown he was 
a mental case and that he did not receive ordinary 
and reasonable care. 


A recent Michigan case* involving a mental 
case resulted in an $800 judgment for the plain- 
tiff who jumped out of a window. She had com- 
plained of the heat to the nurse who then opened 
the window slightly but did not lock the screen. 
The plaintiff distracted the nurse by saying that 
she had dropped her thimble and as the nurse 
bent over to pick it up, the plaintiff climbed on 
the radiator and jumped out of the window. The 
nurse attempted to restrain her but the patient 
fell the three stories. 

A little girl of eight was left alone in a ward 


just after an appendix operation. She fell out 
of bed and died shortly afterward. The Missis- 
sippi court held the nurses negligent and the 
hospital had to pay damages.° 





Many. other cases come under this same prin- 
ciple of law, the so-called “wrong medicine’ 
cases, and those arising because of burns from 
hot water bags*! and electric pads. In each case 
if the plaintiff could prove negligence the hospital 
was held liable. 


In addition to cases arising because of negli- 
gence on the part of a general duty nurse there 
are those which result in injuries because of 
negligence of a “special” nurse. If the physician 
has control over the acts of the nurse during the 
period of employment he is considered the “‘mas- 
ter’ and is then responsible and not the hospital. 
The Oklahoma court went so far as to say that 
even when a nurse is in the employ of the hos- 
pital but at the moment under the direction of a 
physician, he, and not the hospital is responsible 
for injuries she caused by her negligence.?? 


The Brunswick Home was sued by Steinert and 
the New York court?® held the defendant liable 
when the nurse handed the physician “wrong 
medicine” which he injected, causing great pain 
and injuries, and the jury brought in a verdict 
for $10,000, and judgment was affirmed on June 8, 
1940. The plaintiff insisting that the nurse was 
in the employ of the hospital while the hospital 
showing that she was in the employ of the 
physician. 


Charitable Hospitals 
When Is a Hospital Charitable? 


The general rule thus far discussed is applica- 
ble whenever the hospital is organized and op- 
erated for a profit. This rule does not apply if 
the hospital is “charitable” in fact as well as in 
form. Charitable in form means that it is organ- 
ized on a nonprofit basis and is considered such 
by the state. A hospital is charitable in fact only 
when it actually operates a charitable institution, 
that is, if it treats patients without charge or for 
fees insufficient to meet the actual expense of the 
hospital. Even if some patients pay regular rates 
and the money is used to care for indigent sick, 
it might still be considered charitable in some 
jurisdictions. , 


A defendant hospital while, according to its 
articles of incorporation, organized as a charit- 
able institution, was found by the jury to have 
been operated for profit, and so was not entitled 
to the exemptions from liability for negligence 
as a charitable institution. The defendant was 
the successor of a former hospital which operated 
at a loss as a charitable institution and evidence 
made it apparent that the reorganization was 
affected to avoid taxation. It received very little 
in the way of donations, made contracts with in- 
dustrial concerns for medical treatment, charged 
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usual full rates for the treatment of patients, and 
accepted very few charity patients. The court 
said that the articles of incorporation are not 
the only test to determine whether an. institution 
is charitable in character, but that the manner 
of conducting its operations is important. The 
Corvallis General Hospital Association was held 
not a charitable institution.** The articles of in- 
corporation of a hospital, introduced in evidence, 
establishes its character, whether charitable or 
not, prima facie, for it will be presumed it is 
conducting its business according to the declara- 
tions contained therein. It may be shown, how- 
ever, that its business is being conducted in a 
manner inconsistent with the declarations in its 
articles.° The Missouri court’® held, however, 
that in an action for personal injuries, the charit- 
able character of the defendant hospital clearly 
appearing from its articles of association, 
wherein its work is expressly referred to as 
Christian charity work, was for the court to 
pass upon, and not for the jury. 


Even if the charter does not specifically recite 
that the hospital is a charitable organization. but 
merely that it is organized for “general hospital 
purposes,” if the corporation did not issue capital 
stock, made no provision for dividends or any 
other power of a profit-making corporation, it 
may still be charitable in the eyes of the law and 
not responsible for the negligence of its ser- 
vants.*7 If no person may individually have the 
right to demand admission and those admitted 
are required to pay for their board according to 
the circumstances and their accommodations does 
not change the status of the charitable institu- 
tion.'s 


Let us look into this set of facts. An organiza- 
tion erected its first hospital on borrowed money, 
paid off the indebtedness from its income, ac- 
quired a new site, and is reducing the present 
indebtedness. The corporation hospital has re- 
ceived no endowments or donations and its source 
of income is from paying patients. It has no 
stock or stockholders, and its officers serve with- 
out remuneration; it accepts charity, semi-charity 
and full-pay patients; it maintains a free clinic 
for children and expectant mothers, and a free 
school for training nurses. It gives dole at its 
doors, free meals to indigent applicants, and assist- 
ance to poor families outside of the hospital. It 
was necessary for the court to determine whether, 
under all the circumstances this hospital was in 
reality a charitable institution and entitled to 
exemptions from liability for the careless and 
negligent acts of its servants. These facts might 
lead one to believe that much charity was per- 
formed, that is true, but the trial court found that 
this hospital was operated for profit, that its pri- 
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mary purpose was profit and from that profit 
charity was dispensed. It found that the charity 
was dependent upon the profit..° The courts, 
lately, are showing less generosity in granting 
hospitals immunity from liability and in classify- 
ing hospitals as profit or charitable. 


Theories of Immunity 


Charitable hospitals are then usually exempt 
from liability for the negligence of their nurses. 
All courts are not in agreement as to the reason 
for this immunity. There are three prevailing 
theories of immunity: 


1 Public policy demands that such charitable 
institutions be fostered and preserved.** 


In this the injured person has his remedy against 
the actual wrongdoer. That individual may be 
and often is financially irresponsible, but the law 
does not undertake to provide a solvent defendant 
for every wrong done. Public policy says it is 
better for the individual to suffer the injury 
uncompensated than for the state to suffer the 
evil consequences of having charitable institu- 
tions destroyed. The state is interested in the 
preservation of public charities and questions of 
public policy must be determined upon considera- 
tion of what on the whole will best promote the 
general welfare.”° 


2 That a fund is set aside in trust to carry 
on charitable purposes and cannot be di- 
verted to a different purpose, i.e., paying 
damages for negligence of its servants.” 


Many courts have held thus but again they are 
qualifying their decisions lately and say that “the 
trust fund doctrine does not bar an action against 
a charitable institution based on the tort of its 
agent but does prohibit the levying of an execu- 
tion under a judgment procured against it in such 
action on any property which is a part of the 
charitable trust.’’ 


3 That the doctrine of respondeat superior 
does not apply to charitable institutions.” 


This doctrine is based on, the policy that one who 
receives a benefit for an act which is done by 
another for him must answer for any injury 
which a third person may sustain from it. It is 
not applicable to a charitable hospital because 
such an institution does not derive a profit.2> One 
who accepts the benefits of a charity enters into 
a relation which exempts the benefactor from lia- 
bility for the negligence of its nurses in adminis- 
tering the charity.”° 


The authorities on the subject of liability of 
charitable institutions for the negligence of its 
agents or employees are extremely divergent. In 
a Connecticut decision?’ the learned judge said 
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“that the cases on this subject present an almost 
hopelessly tangled mass of reason and unreason 
such as is not often encountered in the law.” We 
will endeavor to untangle or at least classify this 
mass. 

Liability to Patients 


As a rule, a charitable hospital is not liable 
for the torts or omission of its professional staff, 
servants or employees unless it has failed to exer- 
cise due care in selecting them.** Other courts 
hold that the hospital is not liable unless it was 
careless in selecting and retaining the servant 
who caused the injury.*® Massachusetts holds that 
a patient of a charitable hospital may not recover 
from the hospital for the negligence of its nurse 
even though the hospital was negligent in its 
selection and employment of that nurse.*° In a 
Washington case, the court said: 


“While the application of this rule to indi- 
vidual cases may sometimes seem harsh and 
the result regrettable, there are very very 
few doctrines of the law of which the same 
may not be said with equal truth. When 
viewed in the light of a broader vision, how- 
ever, we are convinced that the individual 
hardships wrought are offset many times 
over by the encouragement and stimulation 
which the rule of non-liability gives to the 
establishment and maintenance by private 
charity of institutions devoted to the care of 
the lame and the blind and to the relief of 
those suffering from physicial or mental 
disease and affliction.’ 


In a Virginia case the patient entered a charit- 
able hospital for an operation and treatment. The 
day she was discharged the nurses hurried the 
treatment so that they could go off duty. A 
hemorrhage followed because of a careless and 
negligent act of the nurses. All nurses at this 
hospital were required to have completed three 
years of high school. The floor nurse had com- 
pleted 10 years in a graded school in a small 
town. Several times during her employment she 
had to be reprimanded for late hours and other 
violations. The court held that the hospital was 
careless in the employing and retaining of this 
nurse and was held liable to the patient for 
$1,500.00 damages.*? The Court explained: 


“It is not sufficient to say, that a nurse is 
competent simply because she is capable of 
discharging the manual duties incumbent 
upon her as a nurse. It is a matter of com- 
mon knowledge that the welfare of a patient 
is as much the responsibility of the nurse as 
it is of the physician. If she is lacking in edu- 
cational preparation, if she is guilty of indis- 
cretion. that impair her physical or mental 
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status, if she is lacking in that moral char- 
acter which imbues the patient with confi- 
dence, then it cannot be said that she is a 
competent person to be placed in charge of 
a helpless patient.’’** 


Where the hospital’s negligence in selecting an 
incompetent nurse is relied on as a basis for the 
imposition of liability, it must affirmatively ap- 
pear that the injury in question was caused by 
such negligence rather than the individual negli- 
gence of the nurse.** But it has been held that 
the defense of due care in the selection of an 
employee whose act caused the injury in question 
may be available on proper proof thereof, not- 
withstanding a failure to prove such care.** The 
party asserting incompetent selection of instruc- 
tors or employees has the burden of establishing 
that fact.*° Further, where hospital employed 
only graduate and licensed nurses authorized by 
the state to practice their profession. The pre- 
sumption arising from doctrine of res ipsa 
loquitur, that hospital did not use due care in 
selection of nurse who negligently applied hot- 
water bottle to an infant, was destroyed. Recov- 
ery from hospital on ground that it employed neg- 
ligent nurses could be had only on affirmative 
proof showing that the hospital had knowledge 
of the previous negligence of the nurse and not- 
withstanding such knowledge continued her 
employment.** 


A very sad case occurred in Michigan. After 
the death of his wife in childbirth, the plaintiff 
left their two-weeks’ old baby there for care 
while he took his wife’s body to Toronto for 
burial. It was agreed with the hospital for $1.00 
a day. About the same time a girl gave birth to 
an illegitimate child in the same hospital, the 
result of an incestuous relationship with her 
father. She returned home just as soon as she 
was able and left her child at the hospital. Later 
her father. called for the baby and a nurse think- 
ing he was the husband of the dead patient gave 
him the baby of the first woman. Every effort 
to recover the child was without avail. The grand- 
father of the illegitimate child claimed he gave it 
to strangers in an automobile as they were pass- 
ing through the city. While the court does state 
that there was a contract to care for the baby 
at a stipulated fee per diem, the child to be re- 
turned to plaintiff when called for, the cause of 
action and damages claimed differ but slightly 
from those set forth in the court in tort. 


“Naming or labeling a count assumpsit 
does not make it such when it is apparent 
on its face that it is one in tort. Nor is there 
any magic in the use of one term instead of 
another, when the gravamen of the act com- 


plained of is the negligence or mistake of a 
servant of an eleemosynary institution, ex- 
empted from liability by law under these 
circumstances.’”*® 


The hospital being a charitable organization, no 
liability attached to it for the carlessness of the 
nurse. 


The Supreme Court of Canada held the defend- 
ant hospital liable for the negligence of one of 
its nurses who had severely burned the plaintiff 
during a diathermic treatment. The court held 
that the duty of the hospital was not limited to 
supplying competent nurses; the hospital having 
undertaken to provide certain treatment, there 
was no reason to exonerate it for the negli- 
gence of its employees who were subject to its 
control.®® 


The Alabama court of last resort is severe in 
its opinion. 


“there exists no reason in law for the courts 
to create an exemption of a person or asso- 
ciation from liability for negligence of ser- 
vants of such person or association, merely 
because such servant is employed by such 
master in the operation of an institution for 
purposes other than profit or gain.’’*° 


Then there is a Minnesota case in which the plain- 
tiffs sued for injuries sustained when their infant 
child contracted tuberculosis while in the hospi- 
tal. Evidence showed that the nurse had a bad 
cough at the time she took care of the baby; that 
everyone, including the superintendent, knew of 
the cough; that the nurse was later found to be 
tubercular, and the court held that the hospital 
was liable for communicating infectious disease 
to a patient, saying: 


“If, by the exercise of ordinary care, you 
can prevent this infection, then you are bound 
to do so; and if you fail to use ordinary care 
to prevent such: fatalities, then you must 
answer in damages.’’*? 


A verdict for $1,500 was rendered in favor of 
the plaintiffs. , 


Another decision in the same state is in the 
case where a patient was admitted as a pneu- 
monia patient. He became delirious and during 
the absence of attendants, jumped from the sec- 
ond story window of his room and was killed. It 
was shown that the attendants knew of the pa- 
tient’s delirious state for some forty hours before 
his death. The attending nurse left the window 
slightly open and left the room for about five 
minutes. The court held that the evidence of 
negligence was sufficient and that liability should 
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be imposed even though the defendant was oper- 
ating a charitable hospital.‘? Plaintiff recovered 
judgment in the sum of $6,500. There is a grow- 
ing feeling that the individual needs the protection 
of the law more than institutions. 


Liability for Injuries to a Paying Patient 


The current against hospitals is increasing so 
that many believe that modern conditions do not 
justify that they receive special exemption, if 
they treat paying patients, even if they are 
charitable institutions. 


This principle is well established in Utah which 
has aligned itself with a growing minority refus- 
ing to grant immunity to hospitals saying that 
it is no longer necessary to protect such institu- 
tions against individuals who are injured, just 
because they perform acts of charity. There was 
a time, they agree, when such institutions were 
few and needed encouragement.** 


Oklahoma agrees with Utah and Alabama in 
that a paying patient in a hospital conducted 
without stock or profit in which indigent pa- 
tients are treated without cost, and the fees 
exacted from the patients who can pay are used 
in promoting the work, may recover damages 
for injuries caused by the negligence of the at- 
tending nurse.‘* In this particular case the hos- 
pital was sued by the administrator of the estate 
of a deceased patient to recover damages for 
the wrongful death of the delirious patient, who, 
while unguarded jumped or fell from a hospital 
window. The jury found that the hospital was 
negligent in allowing the patient to remain un- 
guarded. Judgment was for $3,000 for loss of 
life and $500 for pain and suffering. 


Georgia seems to concur with Utah and Okla- 
homa but recovery in that state would be re- 
stricted to the income derived from the pay 
patients or from other non-charitable sources.** 


The majority view in charity hospital cases, is 
that they are not liable for the negligence of 
their employees even when the party plaintiff is 
a pay patient.*** The courts are, however, qualify- 
ing the three early theories of immunity. More 
are now holding that the position of the pay 
patient is the same whether in a charity hospital 
or in one conducted for profit and that he should 
be entiled to the same remedies against one as 
against the other. 


In the much appealed California case of 
England v. Hospital of the Good Samaritan, the 
court said: 


“The defendant is not entitled to exemp- 
tion from liability because of its charitable 
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character. That plaintiff had no knowledge, 
information or belief respecting the charit- 
able character of the defendant hospital at 
the time he was received nor during the time 
he remained as a patient therein; that he paid 
the usual and customary rates required there- 
at, and no charity was requested by nor 
extended to him.’’*® 


Because the plaintiff had no knowledge of the 
charitable character of the hospital and received 
no charity was of importance in this case. 


In another case in the same state, a patient 
while still unconscious from the effects of an 
anesthetic was burned by a hot water bag placed 
in her bed for the purpose of warming it, the 
nurse having failed to remove the bag before 
the patient was placed in bed, causing severe 
burns. The corporation, although organized as a 
charitable institution was really earning a profit. 
The patient paid the same rates as those of a 
private hospital but the money was used to carry 
on various religious activities. The Court held 
that the hospital was liable to the patient for 
damages sustained because of the burns.** 


The New York Court in a recent decision says 
that a hospital is not exempted from liability for 
the negligence of its servants simply because it 
is a charitable hospital but the exemption follows 
because of the nature of the hospital’s under- 
taking to its patients merely “to supply others 
who will heal or attempt to heal on their own 
responsibility,” and that this rule applies to hos- 
pitals operated for profit the same as it does to 
those maintained by charity.*s This interpreta- 
tion will certainly influence other jurisdictions. 


Liability to Third Parties 


Are third persons who enter the hospital as 
visitors considered strangers? Almost all courts 
have held the hospital liable if the victim was not 
a beneficiary and not a patient and the defendant 
was guilty of negligence.*® 


The plaintiff, in an Alabama case, on descend- 
ing the stairway of the defendant hospital, fell 
and injured herself because of the alleged negli- 
gence in not lighting the stairs properly. The 
court held that a charitable institution is liable 
for the servant’s negligence (as to third parties, 
not beneficiaries of the trust). The plaintiff’s 
contributory negligence was however held to bar 
a recovery. She had used the stairs many times 
but she claimed that the lighting was such that 
the bottom step was hidden by a shadow cast upon 


‘it and when she stepped into the shadow she 


thought she had reached the floor.®° 





Again, where a passenger in a private auto- 
mobile was injured in a collision with a charitable 
hospital ambulance as a result of the ambulance 
driver’s negligence, the hospital was held liable.** 
A nurse accompanied patient’s mother to the hos- 
pital, fell and was injured because of old, worn 
and defective linoleum in corridor. She recovered 
against the hospital.°? 


A carpenter who was employed by the Federal 
Works Progress Administration and doing work 
for the Young Men’s Christian Association with- 
out expense to the association, was crushed by 
elevator while repairing bracket in basement door 
after the superintendent had informed the ele- 
vator operator not to bring elevator below the 
first floor. The Association was guilty of negli- 
gence and could not escape liability on the ground 
that it was a “charitable institution.” The plain- 
tiff was not a beneficiary but a stranger.*® 


The plaintiff’s husband died in a hospital. The 
body was kept and an unlawful autopsy held. The 
plaintiff sued for injuries to her feelings and 
for mental suffering. The court stated that the 
reasons which have led to the adoption of the 
rule that a charitable institution is immune from 
liability to patients because of wrongful acts of 
its servants did not apply when the sufferer is 


not a patient. The mutilation of the body took 
place while it was in the exclusive custody of the 
hospital and the hospital did not show that some 
person pursuing an independent calling and not 
acting under its direction performed the autopsy. 
The verdict of $2,000 was reduced to $1,000 but 
affirmed. 


Not all courts hold the charitable hospital re- 
sponsible for injuries to third parties. The plain- 
tiff in a Minnesota case was discharged from the 


hospital but was permitted to occupy a room in | 


the maids’ home. She was injured by falling from 
a window while walking in her sleep. The court 
held she was a mere “licensee” and accepted the 
premises as she found them and the verdict of 
$6,500 in her favor was reversed.*® 


Another case which caused a second appeal 
was in New Jersey. The plaintiff, after visiting 
her daughter, a patient in the defendant hospital, 
slipped and fell on the stairway. She claimed 
that the floor was in a dangerous condition as a 
result of negligence on the part of employees of 
the defendant. The court held that since the 
defendant is a charitable hospital it could not 
be held liable for the negligence of its employees 
in regard to strangers on the property any more 
than the patients themselves. The decision was 
based on the theory that the plaintiff having en- 
tered the premises voluntarily and for her own 
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purpose, was a beneficiary of the same charitable 
foundation as was the patient.*® 


Liability Insurance 


Does the fact that a hospital carries insurance 
affect its standing in court? The courts have gen- 
erally held that the fact of insurance is imma- 
terial; that it will not of itself impose liability 
upon a charitable organization if no liability 
exists under the laws of that State.*’ 


A Missouri hospital was allowed to recover a 
judgment for services rendered a patient, holding 
that the trustees had the right to recover money 
owing to the charitable trust.°* In Illinois too a 
hospital sued to recover for services rendered 
but the defendant came in with a surprise counter- 
claim for injuries sustained because of unsafe 
lobby steps. Defendant contended her counter- 
claim ought to succeed because of the fact the 
hospital was insured. The court here held that 
it made no difference on the question of liability.” 


Colorado, in. a case decided just last November, 
ruled 


“In view of the qualified liability rule 
adopted in this state, we feel we are not at 
liberty to follow these authorities, even if we 
should see any just reason for doing so, which 
we do not. We do not transgress the public 
policy that requires immunity from tort lia- 
bility of associations with trust funds dedi- 
cated to charity. But we cannot agree that 
this policy goes so far as to include non- 
liability where a charitable institution has 
contractually and perhaps for the benefit of 
third parties, insured against its negligence. 
In fact, it is more reasonable to say that it 
is a wise precaution for such associations, in 
connection with their relation to those whom 
they serve, to protect themselves with insur- 
ance against injury resulting from their neg- 
ligent acts, and the procurement of such safe- 
guard should be encouraged. Realistically, 
the average layman when seeking service in 
such institutions does not concern himself 
with the prospect of negligent action, and 
therefore does not learn of the possible limi- 
tations of their responsibility until after the 
fact.” 


We see thus the growth of the trend toward lia- 
bility,** even if these are the only two jurisdic- 
tions (Colorado and Tennessee) which have com- 
mitted themselves so strongly. There is an 
undercurrent which can be detected in the 
opinions of influential jurists although they are 
on the dissenting side in the majority of the late 
cases. When the judicial decisions are in process 
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of change, no hospital should rely strongly upon 
the immunity that it has heretofore enjoyed. The 
only safeguards are to obtain adequate insurance 
and to institute both a vigorous safety program 
and meticulous supervision of employees so that 
possibilities of claims may be reduced. 


Municipal Hospitals 


Municipal hospitals are those maintained and 
operated by towns and cities. A municipal cor- 
poration has a two-fold function. Some of its 
activities are private and others public. If it 
carries on an activity normally engaged in by a 
private person, or corporation, it acts as a pro- 
prietor. Public functions are those strictly gov- 
ernmental in character and deal with the welfare 
and protection of its inhabitants. Public health 
is one of the most important functions of a 
municipal corporation. 


The charters of the municipality, as a rule, 
empower them to establish and maintain hospitals 
as a means of providing for the general health 
and welfare of the community. If the function 
is governmental, no liability attaches for the neg- 
ligent acts of its officers or servants.*? Having a 
charter from the state to operate and maintain a 
hospital is not conclusive evidence that the opera- 
tion and maintenance of the municipal hospital 
is a governmental function. It must be operated 
for the purpose of protecting the health of the 
members of the community and for suppressing 
disease. In a Minnesota case a hospital made a 
charge for all services rendered and no charity 
patients were received. Income was sufficient to 
maintain the hospital. The Court held that the 
hospital under the circumstances was operated 
by the city in its proprietary function. The 
plaintiff suffered first, second and third degree 
burns about nine or ten inches long and four or 
five inches wide on leg and he recovered $600. 
It was determined that it was a general hospital 
operated for the convenience of the inhabitants 
and its main purpose was to care for individual 
cases, which of course, is the purpose of any 
hospital.* 


On, the other hand, in Illinois, it was decided 
that where a municipal corporation maintains a 
hospital, either for a charitable purpose or in 
the exercise of its police power to provide for 
the general health and welfare and to suppress 
and prevent the spread of disease, the city is not 
liable for the negligence of its servants even if 
it results in the death of a patient.** Tennessee 
has held that a charitable municipal hospital is 
not liable for negligence of employees even where 
fees were paid by the patient injured by such 
nhegligence.** California concurs in that decision 
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in the case of Calkins v. Newton decided Decem- 
ber 26, 1939, saying: 


“If hospital maintained by county be re- 
garded as charitable in its nature, county 
was entitled to same exemption from liability 
for the alleged negligence of its employees as 
is allowed private hospitals which receive 
pay patients but are not operated for 
profit.’ 


The question of whether the hospital is per- 
forming a private or a public function, ‘whether 
it is exercising a proprietary or a governmental 
function is by no means settled. A visitor to a 
public hospital in the city of New York sued to 
recover damages for personal injuries which she 
sustained when she fell as a result of an elevator 
starting before she was in it. She recovered and 
on. appeal her judgment was affirmed by a divided 
court. The majority of the Court were of the 
opinion that since 


“the city was engaged in executing a proprie- 
tary, as distinguished from a governmental 
function, the plaintiff should be entitled to 
recover for her injuries.” 


Generally, when a municipality enters into com- 
petition directly with private institutions in the 
hospital field, the chances are strongly in favor 
of such competition being deemed proprietary. 
However, when a municipality operates a hospital 
in pursuance to an express power in. its charter, 
it will be considered a governmental function, and 
the city would escape liability for the negligence 
of its employees. 


A hospital performing a public governmental 
duty is not immune from liability on that ground 
even if it receives state aid in the way of tax 
exemption and by appropriation for its support. 
Although it was a public charity, its organization 
and management were private. The facts are 
these: The plaintiff, while carrying his wife, a 
dismissed patient at defendant’s hospital, out of 
the building, stumbled over an iron pipe left 
negligently near the exit by an employee of 
defendant hospital. He was injured and brought 
suit to recover damages. The defendant attempted’ 
to set up as defense the fact that it was a public 
charitable corporation and that the amount or 
cost of treatment given to the wife was greater 
than the plaintiff paid. The Court rejected the 
so-called “trust fund” theory of immunity of 
charitable institutions and decided in favor of 
the plaintiff.** 


It has been held in Idaho, however, that where 
a municipal hospital cares for the indigent sick 
but makes a charge to others, able to pay, it does 
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not perform a governmental function to the pay 
patient and hence he can recover damages for 
injuries he might sustain from the negligence of 
hospital employees.*® This is not the general rule, 
however.” 


If a state university maintains a hospital in 
connection with its medical department and cares 
for indigent sick without charge it is similar to 
that of a municipal hospital in the eyes of the 
law. The university has for its purpose education 
which is a governmental function and with the 
hospital, dispenses public charity has a two-fold 
reason for the exemption.” 


It is important that we understand the magnifi- 
cent system of voluntary and church hospitals. 
Over five and a half million persons are admitted 
to the voluntary hospitals annually. During the 
last ten years our hospitals have given 46 per 
cent more free service than before that time. 
Hospitals are the means of Christian charity; 
they are among America’s most cherished institu- 
tions. 
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The American Hospital Association Holds Its 
Forty-Second Annual Convention 


the American Hospital Association meeting, 

over 4,000 in number, centered around the 
role of their hospitals in the program for pre- 
paredness for the national defense. This was 
the topic of discussion in all of the sessions as 
well as in the corridors of the hotel and wherever 
groups of delegates were assembled. 


Tie high interest of the members attending 


The emphasis upon this important problem with 
which President Fred G. Carter, M.D., in his 
presidential address opened the convention, and 
the eloquent and impressive address by President- 
Elect Benjamin W. Black, M.D., the discussion of 
this theme held its front place among the many 
excellent features of the especially well arranged 
and selected programs of the convention sessions. 


The climax of these discussions was reached 
on the Thursday afternoon general session of the 
Association at which the Program on Prepared- 
ness was the subject of each paper and discussion 
presented. The meeting was opened by Dr. Fred 
G. Carter, President of the Association, who in- 
troduced as the first speaker Captain Lucius M. 
Johnson, M.D., official representative of the Sur- 
geon General of the Navy, Admiral Ross T. Mc- 
Intire. Captain Johnson is Chief of the Bureau 
of Medicine and Surgery of the Medical Depart- 
ment of the Navy. His address was followed by 
areport of the conference committee held in 
Washington on Monday and Tuesday, at which 
conference Dr. Claude W. Munger, Chairman of 
the Council on Government Relations, and Dr. 
Winford H. Smith were the official representatives 
of the American Hospital Association. At the 
conclusion of the report on this conference, the 
President introduced Dr. Frederic A. Wasburn, 
an eminent medical officer of the U. S. Army, who 
had seen service as a medical officer in three of 
our country’s wars and who served as Chief Officer 
of the Rehabilitation and Convalescent Hospitals 
for American Soldiers in England during the 
World War. Dr. Washburn addressed the ses- 
Sion on “The Role of the Civilian Hospital in Re- 
enforcing the Medical Department of the Army in 
the Formation of an Expeditionary Force.” 
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The next speaker presented was Dr. Winford 
H. Smith, Director of Johns Hopkins Hospital of 
Baltimore, who rendered distinguished service 
during the World War as Chief of the Division 
of Hospitals of the Medical Department attached 
to the then Surgeon General of the Army, Gen- 
eral William C. Gorgas. Dr. Smith addressed the 
session on “Carrying on the Usual Functions of 
Hospitals in Case of Emergency.” 


President-Elect Benjamin W. Black, M.D., for- 
mer Medical Director of the United States Vet- 
erans’ Bureau and for the past ten years or more 
Medical Director of the Alameda County Institu- 
tions, Oakland, California, whose wide experience 
in the care of our disabled soldiers, particularly 
after their discharge from the military service, 
made his discussions upon “The Use of Doctors 
in the Organization of Military Hospitals” partic- 
ularly valuable and informative. 


There has never been an assemblage of either 
civil or military people held at any time or at 
any place which has been addressed by men whose 
experience in the service of hospitals and as med- 
ical officers during actual warfare or whose famil- 
iarity with hospital problems, organization, and 
administration in civil life during times of peace, 
as those who participated in this Program on Pre- 
paredness. 


The Boston Convention held the interest and 
attendance of the hospital field from the opening 
session until the closing round table on Friday 
morning, over which Malcolm T. MacEachern, 
M.D., and Robert Jolly presided. Its program was 
replete with topics of interest for all classes of 
hospital personnel. Of particular moment were 
the sessions of the Boards of Trustees of Hos- 
pitals and the sessions of the Hospital Women’s 
boards. 


The complete program of the convention left 
little to be asked for by those who were in at- 
tendance. Social events relieved the strain of 
the work of the convention. The commercial and 
educational exhibits as an educational feature 
were worth all that they cost in time and money 


53 





The House of Delegates 


to attend the convention. To the pleasant weather, 


the fine hotel accommodations, the courtesy of the - 


citizens of Boston, and more particularly to the 
excellent work of the General Arrangements Com- 
mittee, of Which Dr. N. W. Faxon was chairman, 
is the gratifying success of this convention to be 
attributed. 


Pharmacy Section 


The sections on pharmacy, hospital service 
plans, dietetics, and social service got under way 
on Monday afternoon. The highlight of numer- 
ous excellent papers presented at the Pharmacy 
Section was the able discussion of the paper on 
“The Formulary System” by Don Clark of the New 
York Hospital. This discussion was by Dr. E. 
Fullerton Cook, chairman of the Revision Com- 
mittee of the United States Pharmacopoeia. Dr. 
Cook explained the efforts of the Committee on 
Revision to present the physician and pharmacist 
with a more complete text of official drugs. He 
was followed by J.S. Mordell of the Syracuse Uni- 
versity Hospital who made a most complete ex- 
planation of the Formulary System for hospitals. 
The discussion was closed by Dr. M. S. Dooley of 
the Syracuse University Medical School. Dr. Doo- 
ley explained the lack of rational treatment in 
many hospitals and called for the pharmacists’ 
aid in this work. 


Dietetic Section 


At the Dietetic Section meeting Dr. T. T. Mackie 
of the Roosevelt Hospital in New York City re- 
ported on a dietary study made at that hospital 
to determine the adequacy of hospital diets as 
to the vitamin content. The conclusion was that 
“certain hospital diets are deficient in their 
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vitamin content.” Mary Ruth Curfman, S&t. 
Luke’s Hospital, New York City, discussed the 
question of special diets—they are overdone. Her 
conclusion was that it is not so much a matter 
of the number prescribed, as the thoroughness 
with which they are followed up and discontinued 
when no longer needed and the cooperation of the 
medical, dietary and nursing departments. 


The discussion on Personnel Management was 
led by Elizabeth Rugh, Veterans Administration 
Hospital, New York City. J. E. Doyle, super- 
visor of personnel, General Electric Co., West 
Lynn, Massachusetts, gave a very challenging 
talk on today’s problems of management, show- 
ing that the hospital’s problems are the same as 
those of the community, all being materially af- 
fected by the huge army of unemployed and by 
the inadequate training of youth for occupations. 
Mrs. Chester Dodge of the Women’s Educational 
and Industrial Union spoke on Training for Su- 
pervision; Marion Floyd of Massachusetts Gen- 
eral Hospital, discussed the Training of Personnel 
and Miss Maniza Moore of the Beth Israel Hos- 
pital on the Rating of Employees. 


Social Service Section 


The first hour of the Social Service Section was 
devoted to the question: Is the Social Service 
Department the Logical Bridge Between the Vol- 
untary Hospital and the Government? Dr. Charles 
F. Wilinsky, director of the Beth Israel Hospital, 
Boston, opened with a paper which pointed out 
that the expanding program of tax-supported 
medical care for the medically indigent necessi- 
tates, as an administrative function, the deter- 
mination of policies and methods by hospital ad- 
ministers directly with government agencies, but 
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that the medical social workers in the hospitals 
are equipped and experienced to offer aid both in 
framing policy for meeting group needs, and in 
serving the individual patient. 


Ethel Cohen, director of the Social Service De- 
partment at the Beth Israel Hospital, Boston, 
followed, stating that while policies concerning 
admission of patients from government agencies 
and the services offered them might be profitably 
influenced through medical-social consultation, 
the special contribution of the Social Service De- 
partment lies in the care of the coordination with 
the government agencies of the medical and social 
aspects of the individual patient’s problems and 
his care, and her collaboration with the physi- 
cian in behalf of the patient. Dr. Donald C. 
Smelzer, director of the Graduate Hospital of the 
University of Pennsylvania, discussed the fore- 


going. 


Dr. Leonard Van Horn, assistant director of 
the Crippled Children’s Division, read a paper. by 
Dr. Martha M. Eliot, assistant chief of the United 
States Children’s Bureau, which gave the ap- 
proach to the problem from the Federal point 
of view. She spoke of the fact that since social 
service is available in only one-third of the hos- 
pitals used by government as medical resource, 
the Federal experts and state workers are tem- 
porarily filling a gap. Satisfaction of patient’s 
need can only be met in entirety by inclusion of 
social understanding and the skill of the trained 
social worker. 


In the second hour of this session the ques- 
tions: What is Social Service? Where does it 
begin and where does it end? were handled by 
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Ida M. Cannon, chief of Social Service at the Mas- 
sachusetts General Hospital, Boston, and by Eliza- 
beth P. Rice, chief of the Social Service Depart- 
ment in the New Haven Hospital, New Haven, 
Connecticut. Miss Cannon presented special 
aspects of the scope of the social worker’s func- 
tion in understanding of the patient’s needs and 
in relationship with professional groups and com- 
munity agencies. Miss Rice showed the nature of 
the contribution made by the social worker when 
she is assigned responsibility for the admission 
of patients and for patient management within 
the clinic. The discussants were: Dr. E. L. Har- 
mon, director, Grasslands Hospital, Westchester 
County, New York, and F. Stanley Howe, director 
of the Orange Memorial Hospital, Orange, New 
Jersey. Both discussants spoke specifically on 
the need of special skill in the restoration of the 
individual patient—particularly needed in the ease 
of the medically indigent patient in adverse social 
situations; and of the need of increased under- 
standing of such skill on the part of hospital di- 
rectors as well as the supporting community. 


Hospital Service Plan Sessions 


Problems of hospital service were discussed on 
Monday by C. Rufus Rorem, director of the Com- 
mission on Hospital Service, Dr. S. S. Goldwater, 
Commissioner of Hospitals of New York City, 
and H. Clifford Bean, assistant store manager of 
Filene’s in Boston. The meeting was resumed 
at a round table Tuesday morning, with Dr. 
Nathaniel W. Faxon, director of the Massachu- 
setts General Hospital, speaking on the inter- 
dependence of hospitals and hospital service plans, 
and nine other leaders, who discussed Dr. Faxon’s 
remarks before the group. 





A section of exhibits in Mechanics’ Building 


President’s Session 


Calling for a“realistic plan” for the organiza- 
tion of American hospitals in the national defense 
scheme, Dr. Fred G. Carter declared in his presi- 
dential address Monday night that there was need 
to go further than present Government plans in 
making the nation’s 6,000 hospitals a part of na- 
tional defense. ‘Mere knowledge of the existence 
of these facilities and their locations,” he told 
his audience of more than 2,000 persons in the 
Imperial Ballroom of the Statler, “will not al- 
leviate the suffering of wounded soldiers. We 
must plan their use in a most realistic fashion. 
The Government has already asked some 60 hos- 
pitals all over the country to organize units of 
one kind or another, but there are more than 
6,000 hospitals in the country ready and willing 
to serve. If we are going to prepare for war, 
let us really prepare for it and not sit back con- 
tent with a knowledge of what we have and no 
plan as to how our.resources are to be used,” he 
said. 


Replying to Dr. Carter’s address, the then presi- 
dent-elect Dr. Benjamin W. Black of Oakland, 
California, said the Government must ultimately 
depend on the civilian medical profession and 
nongovernmental hospitals in the event of general 
mobilization or actual war. They must carry, he 
said, not only the burden of the civilian sick but, 
if war comes, the sick and injured of military and 
naval forces. 


It was at the President’s Session that the 
American Hospital Association’s highest honor, 
the annual award of merit, was presented to Dr. 
Sigismund S. Goldwater, Commissioner of Hospi- 
tals of New York City, by the Rt. Rev. Maurice F. 
Griffin of Cleveland, senior trustee of the Asso- 
ciation. 


St. Luke’s Hospital of Milwaukee was presented 
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the Association’s National Hospital Day certifi- 
cate of award for cities of more than 15,000 pop- 
ulation. Other Hospital Day awards went to 
Goldsboro Hospital, Goldsboro, North Carolina; 
Columbia Hospital, Columbia, North Carolina, and 
Paradise Valley Sanitarium and Hospital, Na- 
tional City, California. The other awards are 
published elsewhere in this issue. 


Tuberculosis Sections 


The Tuesday morning session of the Tubercu- 
losis Section was devoted to the discussion of 
unidentified tuberculosis in the general hospital, 
tuberculosis among patients in mental institu- 
tions, and costly, future trends in the control of 
tuberculosis. The papers resulted in considerable 
discussion from the floor. 


It was generally agreed that the most satis- 
factory and accurate way to diagnose or detect 
the unidentified tuberculosis is by x-ray examina- 
tion of the chest of all admissions to the hospital. 
The only objection offered to this suggestion is 
the cost of such examination. It was pointed out 
that recent progress in photofluoroscopy and min- 
iature films will probably sufficiently reduce the 
cost so that x-ray examination of all admission 
to general hospitals might become economically 
feasible. 


It was also emphasized that the incidence of 
pulmonary tuberculosis was considerably higher 
among mentally ill patients, especially the older 
age group, than in the general population, and 
for this reason routine periodic chest x-ray ex- 
amination was essential if tuberculosis is to be 
controlled in this group. 


The Tuesday afternoon section was concerned 
with the discussion of the role of the general 
hospital in the control of tuberculosis. It was 
the general opinion of the majority that the gen- 
eral hospital should further interest itself in this 
community problem if pulmonary tuberculosis is 
to be adequately controlled. It was also empha- 
sized that the surgical treatment of the disease 
now plays an important role in the treatment of 
the disease both from the point of view of the 
patient and as a public health measure. 


Out-Patient Section 


In the Out-Patient Section Tuesday morning, 
the first paper on the Organization of an Out- 
Patient Department and Ways and Means of Giv- 
ing More Personalized Service to Patients, was 
presented by Dr. Allan Butler of Harvard Uni- 
versity, and discussed by Graham L. Davis, and 
Dr. W. A. O’Brien. Dr. Thomas Broadie of St. 
Paul in his paper described the “Home Medical 
Service” in force in St. Paul. This is purely 4 
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diagnostic type of service. In his discussion 
Frank E. Wing argued for a combined diagnostic 
and treatment service and stressed its value in 
teaching. 


Carl Flath presented a summary of Ruth C. 
Wilson’s paper on the Out-Patient Problem in 
Moncton, New Brunswick. Following this, W. A. 
Copeland gave his version of the same problem in 
Warsaw, New York. Finally, John E. Ransom 
of Johns Hopkins spoke on “Economies in Out- 
Patient Organization” and stressed the impor- 
tance of adequate equipment and help of auxiliary 
services in speeding and facilitating the work of 
clinic physicians. On this point Albert Scheidt 
of Chicago heartily concurred. 


Administration and Business Management 
Sections 


One of the problems highlighted at these meet- 
ings had to do with personnel. At the admin- 
istration Section, James R. Slimmon, vice-presi- 
dent of the Aetna Life Insurance Co., Hartford, 
Glenwood T. Sherrard, president, Parker House, 
Boston, Albert Scheidt, Michael Reese Hospital, 
Chicago, and Edgar C. Hayhow, of the Paterson 
General Hospital, Paterson, New Jersey, were all 
in accord in indicting hospitals as a whole for their 
failure in properly handling personnel problems, 
claiming that our method of selection, our train- 
ing program, and supervision or rating of em- 
ployees is seventeenth century in method. 


It was the consensus of opinion that the time 
has arrived when hospitals individually and col- 
lectively through the American Hospital Asso- 
ciation, must lay definite plans to correct the 
problem. 


Progress is on the march in another direction, 
however. Apparently the public likes inclusive 
or flat rates. F. V. Altvater, superintendent of 
Duke Hospital, Durham, North Carolina, pre- 
sented a well-defined case which was excellently 
supported by James V. Class, comptroller of the 
University Hospital, Cleveland, Ohio. Dr. Joe 
Clemmons, Roosevelt Hospital, New York City, 
admitted that he was personally in favor of flat 
rates, and pointed out several important prob- 
lems that present themselves in the installation 
of such a program. The interest in flat rates 
indicates that hospitals must start giving serious 
consideration to the plan. Warren F. Cook, ad- 
ministrator, New England Deaconess Hospital, 
Boston, showed the assembly how to solve major 
hospital problems with a well-worked-out admin- 
istrators’ conference. 


The Business Management and Administration 
Sections were well attended, the halls at times 
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being packed to overflowing, and although the 
sessions ran overtime as much as an hour, the 
attendance was excellent until the close of the 
sessions. 


Children’s Hospital Section 


The Children’s Hospital Section meeting was 
especially interesting. Establishment of large, 
central hospitals for contagious diseases, to which 
all cases of acute communicable diseases needing 
hospitalization would be sent, was urged by Dr. 
Conrad Wesselhoeft of Boston, nationally known 
authority on diseases of this type. 


“General hospitals usually are no more equipped 
by experience to handle these cases than is the 
general practitioner in the home,” he declared. 
“My point is that if a large general hospital is 
the best place for most medical and surgical prob- 
lems, then a large central hospital for contagious 
diseases is the ideal place for a patient with a 
contagious disease. 


“This idea is so perfectly logical that it seems 
bound to be achieved sooner or later,” he added. 


Dr. Wesselhoeft suggested that such units be 
large enough to handle the needs of the com- 
munity for a radius of 50 miles or more, depend- 
ing on the population, and that it be connected 
with a large general hospital for specialist sup- 
port. Physicians with wide experience in com- 
municable disease, teaching clinics, availability of 
the staff for outside consultations, a department 
of epidemiology which could embark on field 
studies at the outbreak of any epidemic and close 
cooperation with the state department of health 
were also advocated. 


Trustees’ Section 


The Trustees’ Section meeting Tuesday evening 
and the Trustees’ Breakfast Wednesday morning 
were unusually successful this year. Under the 


A view of one of the sessions held in Warren Hall, 
Mechanics’ Building 





chairmanship of Raymond P. Sloan, the evening 
meeting in the large Georgian Room of the Statler 
was completely filled and discussion was lively. 
Trustees’ problems were ably reviewed from vari- 
ous points of view by Tracy S. Voorhees of Brook- 
lyn, Samuel Stewart of Maine, Frances C. Ladd 
of Jamaica Plains, William E. Dwyer of North- 
ampton and Oliver G. Pratt of Salem. 


Wednesday Programs 


On Wednesday morning meetings of the Con- 
struction and Mechanical Section, Administra- 
tion Section I, and the Public Relations Round 
Table were held—all marked successful, as indi- 
cated by the interest and discussion from the 
floor. Meetings of the Administration Section II, 
the Nursing Section and the Governmental Hos- 
pital Section were held that afternoon. 


That a Government Hospital Section was con- 
ducted again this year was gratifying to many, 
not only because of the opportunity it gave for 
an exchange of data between these comparable 
general institutions, whose importance seems to 
be increasing, but also because of the growing 
realization of the mutual interdependence between 
them and our voluntary hospitals. Under the 
chairmanship of George Bugbee, papers were pre- 
sented upon subjects of fundamental, rather than 
operating interest. 


In the Session of Administration Section II, 
various matters of interest were considered. Con- 
tinuous and not spasmodic effort is essential for 
a successful publicity program in the opinion of 
Chester H. Lang of Schenectady, New York. Cor- 
dial relations with the press is equally important. 
The superintendent should appear before various 
luncheon clubs, talk over the radio, and make 
use of every opportunity to present the hospital 
to the public. 


Opposition to the program of rural hospital 
construction is disappearing, said Graham L. 
Davis, due principally to the excellent work of 
the “big four’ funds—usually Duke, Kellogg, 
Bingham and Commonwealth. Experience shows 
these hospital are operating economically, Dr. 
Munger in discussing the subject said the gov- 
ernment should subsidize the small hospitals for 
at least three years. 


Miss Miriam Curtis told of the work done by 
the Massachusetts Hospital Association in devel- 
oping a program of publicity. The objective is 
to interpret hospitals to the public, particularly 
in explaining the “why” of hospital costs. To 
defray costs of this program, the hospitals were 
asked to contribute. The first year only 33 per 
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cent of the hospitals contributed, but last year 
this percentage increased to 50. 


The role of hospitals in the present national 
emergency of Canada was discussed by Dr. G. 
Harvey Agnew. Military service is calling away 
personnel and resulting in increase of voluntary 
service. 


The large borderline group of so-called ‘“med- 
ical indigents” can be helped by educating them 
to accept the responsibility in cost of medical 
care through the use of hospital service plans, 
said R. F. Cahalane. 


Women’s Auxiliary Sessions 


Of particular interest this year was the empha- 
sis on women’s auxiliary activities. With three 
large sessions, one filling the ballroom of the 
Statler on Wednesday evening, another filling the 
Georgian Room of that hotel on Thursday morn- 
ing, and another in the same room that after- 
noon, the Association gave ample opportunity for 
presentation of papers and discussion on the vari- 
ous aspects and problems of this important phase 
of hospital activities. Miss Betty Dumaine was 
chairman of the evening session, Mrs. Andre V. 
Cherbonnier of New York City was chairman of 
the Thursday morning session, and Mrs. N. H. 
Whitman of Boston was chairman of the Thurs- 
day afternoon session. 


Other Thursday sessions were the Small Hos- 
pital Section, which started with a demonstra- 
tion of anesthetic gas explosions at the Massa- 
chusetts Institute of Technology, the Intern and 
Residency Section, and a General Session both in 
the morning and in the afternoon. 


The annual general round table was held as 
usual Friday morning. Dr. Malcolm T. Mac- 
Eachern was coordinator, James A. Hamilton and 
Robert Jolly assisting. 


Annual Banquet 


Not since the spirited get-together of the Asso- 
ciation at Toronto a year ago was there a social 
occasion in the hospital world of such magnitude 
as that of the forty-second annual banquet of the 
Association in the Imperial Ballroom of the Stat- 
ler on Thursday evening. Dr. Carter acted as 
toastmaster and with appropriate formalities re- 
linquished the presidential badge to the new and 
forty-second incumbent as president of the Amer- 
ican Hospital Association—Dr. Benjamin W. 
Black. 


The main speaker of the evening was Dr. Wil- 
liam Austin O’Brien, who presented an enlighten- 
ing talk on “Continuation of Education in the Hos- 
pital Field.” 
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Leadership in the Nursing Field 


REVEREND ALDEN J. BELL 


ders the greatest service. “He that shall be 

first among you shall be your servant.” The 
nurse in her vocation of serving suffering hu- 
manity is particularly privileged to occupy a place 
of greatness by the very nature of her career. 
Many of the pre-occupations of men do not lend 
themselves as does hers to this role of servant of 
man. Broad is her horizon of influence and 
broader still that of those of her profession who 
assume a role of leadership among these servants 
of society. 


Tex greatest in. human society is he who ren- 


The Need for Leadership in the Field of Nursing’ 


Those with a progressive outlook recognize the 
need for leadership in the field of nursing as in 
other social enterprises. It should hardly be nec- 
essary to emphasize this need if it were not for 
the fact training programs lag in providing meth- 
ods of meeting the problem. The greater com- 
munity participation required of hospital person- 
nel has made us more conscious and appreciative 
of the value of leadership in this participation on 
an ever widening front. Present day community 
life is ever becoming more complex. The simpler 
relationships that characterized the direct service 
of nursing with individuals and institutions are 
giving way to more complex community relation- 
ships involving whole groups of nurses and agen- 
cies of wider function. The time is passed when 
the nurses’ profession or any other can remain 
aloof from the community as an isolated group 
and expect to contribute its fullest influence for 
good. In varying degrees nurses are called upon 
to serve in public positions of prominence within 
their own group as well as in correlated fields 
of service. Individually and collectively, therefore, 
there is a call placed upon nurses for initiative 
and participation in the social arena. 


The preparation of the nurse for this rule in 
modern society must go forward with an eye to 
these demands put upon her. The educational 
program’s main focus must ever remain on, the 
growth in knowledge and skill in practice pecu- 
liar to her career, but should we not also be con- 
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scious of the necessity of giving that training the 
new twist that will not endanger its integrity, 
but aid the nurse in her adjustment and give her 
facility in meeting these new situations of mod- 
ern society? Sharpening initiative and familiariz- 
ing the student with techniques they will be called 
upon to employ should favor the development of 
leadership where ever its fundamental qualities 
exist and can be built upon. 


Leadership Defined 


Leadership is born of a natural capacity— 
energy, intelligence, a sense of judgment, integ- 
rity, and interest, aided by the ability to impart 
to others, and an acquired skill in her profession. 
It functions along the channels of human relation- 
ships in influencing people to cooperate toward 
a desired goal. Differing from the power that 
commands, leadership depends on influence in 
bringing people to work together for a common 
objective. This presupposes the ability to adapt 
oneself to these relationships. Adaptation, is nec- 
essary in social environment just as in physical 
environment. Mental activities like physiological 
activities tend to become modified in the way best 
suited to survival. Some conquer their environ- 
ment and rise above it. They have the desire to 
improve. This drive inspires all forms of lead- 
ership well directed and misdirected. But there is 
another form of so-called adaptation less desir- 
able. It is flight. Some abandon the struggle and 
descend to a level where competition is no longer 
necessary. They drift downward or take refuge 
within themselves. They are members of the com- 
munity only in appearance. To hold on and fight 
upward to adjust and to influence while it de- 
pends to a degree on natural ability, it is greatly 
enhanced by the training and facility to adjust 
and to influence. 
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Evaluating the Program of Nurse Education 


Some kind of philosophy lies back of every 
curriculum of education. Evaluating the pro- 
gram for the training of nurses, we are quite con- 
scious of meeting here as in the entire field of 
education the extremes of the dominant attitude 
of conservatism on the one hand and the liberal 
trend on the other. If ultra conservative, opposed 
to change rooted in tradition and skeptical to new 
ideas the curriculum is exposed to being relatively 
static and slow to adjust to new demands. If 
on the other hand it is quite liberal and progres- 
sive, experimentally inclined it will certainly be 
dynamic, but is likely also to be superficial. 


Not all that is new is progress. The minds 
with new ideas frequently assume and hold the 
reins in directing societies. They are often if 
_ not completely in error, further removed from 
the truth than the school of traditional views. 
However, the former bring to their propaganda 
more plastic ability and ardor. When foundations 
of private and community life are shaken and 
old customs and sound truth are weakened, the 
innovators find little resistance and become ag- 
gressive. They attribute to the minds anchored in 
tradition a spirit of routine and stupidity. Those 
who pass from invention to action are not easily 
discouraged by failure. On the contrary, each 
new defect irates then still more against tradi- 
tion and its heritage of truth and tried experi- 
ence. While holding to the traditional aim of 
discipline, self-sacrificing service and technical 
efficiency in our training methods, we are conse- 
quently open to the criticism that too much em- 
phasis is placed on the subordination. of the in- 
dividual nurse and too little on her growth and 
self-realization. There need be nothing incom- 
patible with giving educational opportunities for 
developing full capacities for leadership in a 
training program that emphasizes this discipline 
and self-sacrificing service. Leadership implies 
influencing others, directing them. There must 
be a marshaling of the force withing onself, a 
controlled personality before one can ‘hope to lead 
with security and hold that leadership. Discipline 
and self-sacrifice have a definite fundamental 
place in training for every capacity. The way 
in which it is exercised is what counts. The train- 
ing process that drives one to it as a bitter neces- 
sity and does not lead one to see its wisdom and 
want to possess its benefits fails from the start 
in a fundamental lesson of leadership. 


The Treasure of Tradition and Reputation 


A school that is rich in tradition and reputa- 
tion is permeated by a tone or atmosphere im- 
bibed quickly by incoming students. Senior mem- 
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bers mirror it, an enviable treasure in any school. 
It stands out like a personality hard to define, but 
of it we are conscious. In creating this atmos- 
phere, ideals are necessary and have an uplifting 
effect. Students should be made aware repeated- 
ly, particularly in their first months, that to them 
is entrusted a heritage of accomplishments and 
a corresponding responsibility in which they have 
a privileged partnership. The prevailing spirit 
acts as a mold, but this can freeze individual de- 
velopment if consciously superimposed and sus- 
tained by controls foreign to student membership. 
The more regulation comes through student par- 
ticipation sustained by ideals with a minimum of 
indirect control and guidance the better the stage 
is set for a system of self-development, or growth 
essential to leadership. We like to feel we are the 
ones who do what is done. There is a response 
to responsibility. Students will protect what they 
feel they have participated in accomplishing. 


Older students imbued with a deep respect for 
the school’s reputation. and a sense of their par- 
ticipation in its upbuilding, impress the new- 
comers who become quickly responsive to this. 
New students in some institutions are placed in 
the charge of an older student known as a “Big 
Sister.” Her responsibilities are to be a special 
friend to the new applicant, to take a personal in- 
terest in her problems, and help in her adjust- 
ment. Coming from a student, one of her own 
standing, the response is quicker and more last- 
ing. No one wants to be singular. We tend to be- 
come like the group with which we associate. 
That group lifts us up or lowers us, depending on 
the level it sustains. 


The Honor System 


Among the accepted controls that render self- 
development possible in a training curriculum is 
the use of an honor system. The purpose of this 
is to create a desire among students to assume 
responsibility in school activities and to give each 
nurse a more mature attitude toward her dufies. 
A merit system in the form of special privileges 
may be dispensed by an honor system committee 
set up for this evaluation. Before such a plan 
can be expected to function satisfactorily, there 
should be the remote preparation of imbuing stu- 
dents with a sense of loyalty to the traditional 
and professional aspirations of the institution. 
Failure because of premature efforts makes it 
doubly difficult to repeat the experience success- 
fully. To launch the system gradually should in- 
sure its endurance. 


The Most Important Objective in the 
Training of Nurses 


While the most important objective in the 
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training of nurses must ever remain the impart- 
ing of knowledge and development of skills for 
competent nursing, the regular curriculum itself 
affords excellent opportunities for developing ex- 
periences paralleling those demanded of the 
trained nurse in her professional career. Student 
life is built around class meetings, student body 
groups, and other special associations such as 
sodalities and alumnae organizations peculiar to 
aschool. These afford opportunity for office hold- 
ing experience for the majority of the students 
where the student body is limited for effective 
training. Maintaining a large student body and 
over-emphasizing its contributions of service to 
the hospital militates against a well-rounded train- 
ing program. 


In the very process of meetings necessary for 
group activities the students can develop a facil- 
ity in planning, procedure, and precision. Stu- 
dent planning may be extended to include a host 
of educational and social activities such as class 
programs, the welcome to new students, the cap- 
ping ceremony, initiation, school plays, school 
charities, publications, hospital day programs, 
graduations, and other socials of a class, student 
body, or alumnae nature. The more the students 
directly participate and assume responsibility the 
better, as long as it is under the observation and 
helpful guidance of the director. This guidance 
should be given by mode of suggestion, leaving 
opportunity for individual thought and interest. 
Care will be exercised when responsibility for 
planning rests with the members. Success be- 
comes a concern that is personal to the student. 


Student Planning 


In order that student planning may progress 
with order and precision, a necessary adjunct of 
leadership, it is well to familiarize students with 
parliamentary procedures. The nurse who has 
actively experienced the manner of conducting 
meetings or shares in it on this basis will not find 
it a strange occupation in community life. This 
experience can be broadened by giving opportu- 
nities to attend conventions and similar groups 
to observe their conduct as well as their content. 
The mechanics of minutes and record keeping 
may sometimes seem irrelevant, but its training 
value calls for its maintenance. 


New students have to go through a process of 
adjustment. It is, therefore, fitting that these 
meetings be frequent for them in the beginning. 
This will make for greater solidarity and famil- 
larize them with procedures. 


Individual older students go through: periods 
of greater or less merit in various institutions in 
their training process that can contribute to a 
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student body’s development if their gleanings can. 
be discussed and shared with their fellow stu- 
dents. An observing director is in a position to 
evaluate these results and capitalize on the proc- 
esses that account for improvements. 


In the very process of class work some schools 
use effectively what is called the method of so- 
cialized recitations. The planning and manage- 
ment of the process is left to the class members. 
A specific topic is furnished by the teacher and 
student initiative is provided for in the selection 
of a chairman, secretary, four speakers and a 
critic. At the opening of the period the answer 
to the roll call is in the form of a response perti- 
nent to the topic under discussion. The entire 
class engages in the rapid fire quiz by the secre- 
tary for a ten minute period. Three of the ap- 
pointed speakers give three to five minute pres- 
entations and the fourth a ten minute talk. A 
general discussion period of ten minutes follows 
in which questions may be asked and an. appointed 
critic evaluates results. One can readily see how 
effective and stimulating this procedure is for 
student development. It embodies a variety of 
experience, planning, mental alertness, ex tempore 
discussion, public speaking, critical judgment, 
and so on, all useful in building student leader- 
ship. 


The Opportunities Open to the Nurse 


As the student nurse progresses in her period 
of training it is necessary to emphasize in a much 
more definite way the opportunities open to her, 
her special aptitudes and abilities, and the fields 
of work for which she presents the best qualifi- 
cations. This implies a knowledge of the field 
of nursing public and private, institutional and 
non-institutional, educational and practical. There 
are also many organizations of a professional 
character local, national, and international with 
which she should be familiarized. Besides know- 
ing their nature and purpose she should not be 
content with merely factual knowledge, but con- 
sider them in direct relation to herself. With the 
growing emphasis on public nursing, leadership 
demands a knowledge of state and national leg- 
islative controls placed on nursing practice, legal 
definitions, classifications, and current problems 
of nursing legislation. 


The student nurse should be encouraged to 
identify herself with nursing organizations and 
realize the importance of professional social con- 
tacts in her work. The experience of members 
of the alumnae of her institution along these very 
lines will serve as an inspiration. A close asso- 
ciation between such an organization and the 
school will render a great service in. this respect. 
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the alumnae in the field of action realize are their 
assets and liabilities. 


We have not attempted to be exhaustive so 
much as suggestive of some of the important fac- 
tors involved in developing leadership. Experi- 
ence strongly testifies to its importance and the 
difficulties attending its attainment. May I con- 
clude with a suggestion of an attitude of mind 
that limits or enlarges greatly the horizon of one’s 
influence and leadership. 


The community setting in which we all must 
live and work brings us face to face with many 
groups and activities. It is the job of good lead- 


The school and the student can capitalize on what 


munity life. Some of these movements we may 
not approve, and rightly so, but do we not miss 
opportunities for effective participation by the 
habit of always withdrawing and regarding nega- 
tively activities that we should be right in the 
center of trying to influence and steer. There is 
a tendency to withdraw when one cannot contro] 
a movement. Separation is interpreted as rejec- 
tion and antagonism. When participation is at 
all possible without compromise of principle or 
creed, leadership requires we engage as effectively 
as we know how, contributing of what we have, 
to our profession betterment, and the welfare of 
the community it serves. 





Inter-American Institute for Hospital Administrators 


The first Inter-American Institute for Hospital 
Administrators is being held December 1 through 
13, 1940, at San Juan, Puerto Rico. The Institute 
is sponsored by the American College of Hospital 
Administrators in cooperation with the University 
of Puerto Rico, the Insular Department of Health, 
the Puerto Rico Medical Association, the School 
of Tropical Medicine, the Territorial Charities 
Board of Puerto Rico, and the Puerto Rico Hos- 
pital Council. 


Admiral William D. Leahy, Governor of the 
Island of Puerto Rico, is Honorary President of 
the Institute. Dr. E. Garrido Morales, Commis- 
sioner of Health of Puerto Rico, is Director of the 
Institute, and Gerhard Hartman, Executive Sec- 
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First row, left to right: Dr. Leopoldo Figueroa, president, 
Territorial Charities Board of Puerto Rico; Dr. Juan B. 
Soto, chairman, chancellor, University of Puerto Rico; Dr. 
Ramon H. Seneriz, medical director, Bayamon District 
Hospital; Dr. Julio B. Ortiz, secretary-dean, College of 
Business Administration, University of Puerto Rico. Second 
row, left to right: Dr. O. Costa Mandry, president, Puerto 
Rico Medical Association; Felix Lamela, president, Puerto 
Rico Hospital Council; Dr. George W. Bachman, director, 
School of Tropical Medicine 
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retary of the American College of Hospital Ad- 
ministrators, is Associate Director. Félix Lamela, 
Administrator of the University Hospital, School 
of Tropical Medicine, is Secretary-Treasurer. 


Members of the Executive Committee of the In- 
stitute are: Juan B. Soto, Ph.D., J.D., Chancel- 
lor, University of Puerto Rico, Chairman; E. Gar- 
rido Morales, M.D., Commissioner of Health 
Puerto Rico; George W. Bachman, Ph.D., Di- 
rector, School of Tropical Medicine, San Juan, 
Puerto Rico; Ramén M. Suarez, M.D., President, 
Board of Medical Examiners of Puerto Rico; 0. 
Costa Mandry, M.D., President, Puerto Rico Med- 
ical Association; Leopold Figueroa, M.D., LL.B., 
President, Territorial Charities Board, Puerto 
Rico; Julio B. Ortiz, M.B.A., Ph.D., Dean, College 
of Business Administration, University of Puerto 
Rico; Ramén H. Sefieriz, M.D., Medical Director, 
Bayamén District Hospital, Puerto Rico; Robert 
G. Boyd, S.B., M.S., Administrator, Presbyterian 
Hospital, San Juan, Puerto Rico; Gerhard Hart- 
man, Executive Secretary, American College of 
Hospital Administrators, Chicago, Illinois; Félix 
Lamela, F.A.C.H.A., Executive Secretary, School 
of Tropical Medicine and University Hospital, San 
Juan, Puerto Rico. 

Administrators, assistant administrators, and 
heads of administrative departments who are 
sponsored by their administrators from the West 
Indies and Central and South America are invited 
to attend the sessions. 


The faculty will comprise leading hospital ad- 
ministrators from the United States as well as 
leaders on the island. 

Further information concerning the Institute 
may be obtained from Mr. Félix Lamela, Secre- 
tary of the Institute, School of Tropical Medicine, 
San Juan, Puerto Rico. 







HOSPITALS 


ership to contribute so as to improve that com- 











oie a 








at 


Or 


ly 


of 








Theory and Application of Inclusive 
or Flat Rate Plans 


F. V. ALTVATER 


gle per diem charge which includes all items 

of cost except physicians’ services got its first 
trials in Evanston in 1932, and in Cleveland and 
Durham in 1933, but the practice and theory are 
much older since it was only during the period of 
the first World War that hospitals began the 
practice of successively adding “extra” items to 
their schedules. 


Tex modern application by hospitals of a sin- 


Extra Charges 


The addition of “extra” charges (for operating 
room, anesthesia, x-rays, drugs, laboratory pro- 
cedures, dressings, transfusions, gas therapy, 
and radios, to mention some of the major items) 
probably was begun in order to secure additional 
revenue to meet the constantly rising costs of 
providing hospitalization during the two decades, 


 1910-1930.* Basic per diem rates could have been 


increased to achieve the same result, but the suc- 
cessive addition of “extras” attracted less atten- 
tion from the public and seemed the better path 
to follow. 


So often second beginnings have unsound end- 
ings, and while it is still a moot point, at least 
some of us have grave questions concerning the 
soundness of the practice which charges a fixed 
sum per diem for room, board, and ordinary nurs- 
ing and then adds additional charges for other 
items which, after all, are standard hospital pro- 
cedures whenever the patient’s condition necessi- 
tates their use. It is unnecessary for depart- 
mental cost accounting in that these “extra” 
charges bear little if any relationship to the cost 
of the procedure to the hospital; the customary 
charge for an item in other hospitals is by far the 
determinant factor. Perhaps twenty times a year 
questionnaires are received from hospitals plan- 
ning to reorganize their rates, and their entire 
burden is “what do you charge for a BMR,” not 
“what does a BMR cost you.” 
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presented at the Forty-second Annual Convention of the 
merican Hospital Association, Boston, 1940. 


*See Rudolph G. Hils, HOSPIT: ALS, 1940, V. 14, No. 1, p. 96. 
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Some maintain that it is unjust to charge any 
man for items he may not receive and point to the 
supposed standard of practice set by the European 
plan hotel. A hospital approaches, so it seems to 
me, much more closely the analogy of the Ameri- 
can Dude Ranch where the air, the view, food, 
bunk, the saddle, trappings, horse and the water 
all form a part of the completed facility for which 
the rate is charged. 


Patient’s Needs Unpredictable 


We might consider the matter a bit further 
since the hotel rate theory is so often relied upon; 
in hotels and stores the customer selects only 
what he knows in advance he can pay for, and 
lacking funds he either substitutes a cheaper item 
or else does without entirely. A sick person does 
not have his choice since he is charged “willy 
nilly” with all procedures considered necessary by 
his physician. Since we know from recent studies’ 
that only the average family whose income exceeds 
$1750 annually can afford even small items of ad- 
ditional expense, and since less than 73 per cent 
of all family incomes were less than this figure in 
1935-36, it is not surprising that hospital collec- 
tion percentages do not compare at all favorably 
with those of hotels and department stores. Let 
us restate the point in order to give it emphasis: 
the practice of charging for extra items of service 
in hospitals is in no sense comparable to the same 
practice in hotels because the individual has no 
freedom of choice in the hospital, and since it is 
not a matter of choice, items may be charged 





Family Expenditures in Chicago, 1935-36, U. S. yma 
of Labor, Bureau of Labor Statistics, 1939, Bull. 642, V. II, 12. 
Cf. Also Money Disbursements of ‘Wage Earners and Clerical 
Workers in the North Atlantic Region, 1934-36, Faith M. Bald- 
win and Alice C. Hanson, U. S. _— of Labor, ‘Bureau of Labor 
Stat., 1939, Buli. 637, V. os p. 30 

2Statistical Abstract of bee U. S., on U. S. Gov. Printing 
Office, Washington, D. C., 1940, p. 31 
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which are beyond his capacity to pay, in fact, a 
large percentage of the population cannot afford 
any unusual and extra expense. 


The hospital bill whether of a flat inclusive rate 
character or of a fluctuating “room plus extras” 
type is usually an unforeseen or at least an un- 
provided-for expense, but the more nearly this 
expenditure can be smoothed out for every single 
patient, then the more efficient and less expensive 
will become that division of the hospital admin- 
istration which covers credits, collections, and bad 
debts. 


Advantage of a Flat Rate 


One advantage of a smoothed rate, a flat rate, 
or inclusive rate, all of which mean the same 
thing, lies in its definite, known-in-advance char- 
acter. It is easy for the patient to understand $6 
a day after the first or second day. Certainly it 
is logical to suppose that a definite and known 
sum is easier to provide for than an indefinite one. 
As illustration let us imagine that Mr. Average 
Man White takes his child to a hospital with a 
stubborn febrile condition and severe abdominal 
pain. Mr. A. M. White can at best lay his hands 
on $50 cash and can borrow from $50 to $1000 
more depending upon the necessity as he conceives 
it, he talks to the admitting officer and (a) or (b) 
is said: 


a) “Mr. White, your child’s bill will be $22 for 
the next two days, but no matter what is 
wrong, or how much in the way of x-rays, 
tests, even if an immediate operation is 
necessary this will be all that it costs you. 
After two days we will almost certainly 
know what is wrong and can then tell you 
how long your little girl will have to stay 
here. Your rate after the first two days 
will be $6 a day, and when next we talk 
I’ll ask you for not more than an addition- 
al deposit of $84. If she stays less than 
the 16 days you will have paid for, of 
course we will refund your money, if she 
stays longer more will be required.” 


b) “Mr. White, your child’s room and board 
bill will be $5 per day. We won’t know for 
a day or two what is wrong with her but 
if it is acute appendicitis, there will be op- 
erating room, anesthetists, dressings and 
routine laboratory charges amounting to 
maybe $25 to $40. If it isn’t appendici- 
tis we may have to do extensive testing 
which might come to as much as $75 if 
X-rays are required too. Of course, there 
is the possibility that it is just one of 
these children’s upsets which arise and 
then disappear and if that’s the case, the 


extra expense will be slight, not over $5 or 
$10. If you'll deposit $35 for a week’s 
room we’ll be glad to notify you of the 
extra charges daily if you'll stop by our 
cashier’s office. I suggest that you make 
sufficient financial arrangements to cover 
any eventuality, since our bills are payable 
weekly.” 


Many of us wil! agree that the chances of Mr. 
White borrowing the necessary money are better 
in the first instance, since the more definite a total 
bill can become the easier it is to encourage ad- 
vance provision. A patient at the point of admis- 
sion has far better intentions to pay the hospital 
than he may have with each passing later day. 
Installment payment experts are unanimously 
agreed that the more perishable a goods is, the 
less it lends itself to installment procedures be- 
cause then it cannot be repossessed. It is the 
ever-present threat of repossession which is the 
keystone of successful installment selling. More 
perishable articles can only utilize advance pay- 
ment methods. If the services given a hospital 
patient lend themselves in the slightest to re- 
posession, then we can neglect these advance pay- 
ments which are in turn facilitated by flat on in- 
clusive rates. 


Hospital insurance organizations are providing 
invaluable aid along these lines, but since this 
discussion must of necessity limit itself, no more 
than a passing tribute can be paid here. Two 
aspects of insurance are perhaps pertinent: the 
one is that while the interests of these insurance 
organizations lies directly with the encouragement 
and promotion of all-inclusive rates and services 
their hospital reporting forms and practices are 
definitely discouraging. The listing on insurance 
reports of procedures which are charged as extras 
under other rate systems entails bookkeeping 
labor and expense which ordinarily can be saved 
through the use of flat rates. Secondly, there is a 
somewhat prevalent view that the ideal hospital 
insurance is that which is limited strictly to ward 
accommodations and the low income family, 
whereas the need for “fixed prepayment plans” 
extends in many instances to the $5000 income 
family.* 


Effect of Flat Rates on Service Demands 


Flat rates will undoubtedly increase from 25 per 
cent to as much as 150 per cent the number of x- 
rays, laboratory tests, and other diagnostic and 
treatment facilities given patients in all but those 
few hospitals with the most advanced type of 
medical practice and any contemplated rate struc- 


8The Fundamentals of Good Medical Care, Roger J. Lee, Lewis 
Webster Jones, etc., U. of Chicago Press, 1932; summary_in 
Medical Care for The pe People, U. of Chicago Press, Ill. 
1932, pp. 8-9. 
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ture must be weighted to cover the increased cost 
which this will entail. The average length of stay 
will likewise be decreased by 25 per cent to 50 
per cent since more short stay patients will utilize 
the hospital for purely diagnostic purposes. To 
some these changes seem to be disadvantageous 
results of the inclusive rate system. We must 
remember, however, that the hospital is more and 
more becoming the keyboard of the physician, the 
one place where he can work effectively because 
here are the effective organizations of personnel 
and the concentrated equipmental diagnostic and 
treatment tools which make modern medicine as 
superior to that of our fathers as the modern 
streamliner is to the old “iron horse.” Since the 
hospital owes its modern importance to most of 
the so-called “extra” items which are so necessary 
to its patients and physicians, it seems unintelli- 
gent to make these facilities more scarce and 
difficult to obtain. Especially we must remember 
that with increased volume of x-rays, laboratory 
tests and the like will come lower unit costs, and 
an increase of 50 per cent in the number of x-rays, 
for instance, does not by any means predicate 
an increase of 50 per cent in the cost of this 
department. 


Factors Considered in Flat Rate Structure 


In application most successful flat or inclusive 
rates utilize two “factors,” as they are called in 
Cleveland.* The one is an addition of a fixed 
amount to the old room rate which replaces the 
larger part of the revenue lost from “extra” 
charges. The second imposes a fixed charge for 
each admission (except those of an intermittent 
nature for the long continued treatment of the 
same condition, e. g., diabetes). This second 
charge is sometimes imposed the first day and 
sometimes progressively lowered over as many as 
seven days. It carries most of the loading required 
for expected increases in the amount of services 
given. It should not be any larger than necessary, 
and for this reason it is recommended that the 
addition to the old room rate mentioned above 
under “first factor” comprise the principal part 
of the new revenue total. In those hospitals which 
are almost wholly devoted to treatment alone, 
rather than the usual diagnosis and treatment 
facility, the “first factor” may largely replace 
the second. A loophole should provide against the 
unjust working of this second factor by abating 
it for those patients who stay less than 48 hours 
with no special treatment or procedures being 
given. 

Since the average cost of extras has been found 
to vary little as between medical, surgical, ob- 
stetrical, pediatric, and gynecological patients 


eannix, John R., “Cleveland Likes Inclusive Rates,” The 
pp ein Hospital, V. 50, No. 1, January, 1938, Chicago, Illinois, 
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most flat rate inclusive plans have dropped ser- 
vice charge differentials, and as this makes for a 
much simpler rate structure it is recommended. 
Such out-of-pocket expenditures as telegraph and 
long distance telephone calls, professional blood 
donors, special nurses, and the like are difficult to 
handle within the inclusive flat rate and probably 
should be retained within the “extras” classifica- 
tion. 


Often those who would otherwise be interested 
in using flat rates hesitate because they fear the 
risk that the new rate will not produce the neces- 
sary revenue. On only one instance do I know 
this to have happened but the fault here was one 
occasioned by an inability to make income equal 
expense under any type of rate structure because 
of factors beyond the control of the hospital 
superintendent. There should be utterly no rea- 
son why the $34 which 4 days times $6 plus $10 
yields should not equal the average bill of $34 
comprising 4 days times $4.50 plus $2 plus $10 
plus $1.65 plus $2 plus 35 cents. A few statistics 
which are commonly kept by all hospitals are the 
only necessities for figuring a new flat inclusive 
rate structure. They are: 


1 The number of rooms a hospital has of each 
price class 

2 Within broad limits the percentage of 
utilization of these rooms 

3 The average patient’s length of stay on 
private, semi-private, and ward 

4 The total number of hospital days on pri- 
vate, semi-private, and ward 

5 The total number of admissions on private, 
semi-private, and ward 

6 The amount of total income necessary 


To the basic figures obtained should be added 
such small increments as in your opinion will 
cover shorter stays and increased use of facilities. 
Remember, 50,000 days times $1.50, and 10,000 
admissions times $7 produces a significant sum 
of money. 


If in doubt of its popularity give patients the 
option of either your old rate structure or the 
inclusive one, carefully explaining both. In every 
instance known to date the inclusive structure, 
even when poorly conceived, has supplanted the 
“extras” rate within less than a year whenever 
patients were allowed to choose. 


In conclusion it should be remarked that flat 
rates are of considerably less advantage in these 
few hospitals which are devoted largely or ex- 
clusively to a high income clientele, and to those 
hospitals whose position is highly competitive if 
their competing hospital adopts the flat inclusive 
rate first. ‘ 
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EDITORIALS 


Are We Prepared for War? 


In view of the military activities of the Federal 
Government, the organization of our voluntary 
hospitals on a war status is imminent. Several 
of the large university hospitals, particularly in 
the east, have already been cooperating with the 
Medical Service of the War Department in the 
organization of military hospital personnel. The 
original plans of the Army Medical Department 
included 13 advance surgical hospitals, 17 evacu- 
ation hospitals, and 32 general hospitals. 


The term “general hospital” is used as equiv- 
alent of the base hospital of 1917-1919, although 
it has been enlarged to approximately 1,000 beds. 
This increase in original capacity is not surpris- 
ing when it is remembered that several of the in- 
dependent base hospitals and two or three of the 
groups of base hospitals reached a capacity of 
5,000 to 12,000 beds. The 1,000 bed general hos- 
pital, therefore, may be considered a nucleus of 
an expanding organization. 


The voluntary hospital, however, has a broader 
field than professional or personal supply. A 
future war with America involved, is apt to be 
on our own coasts or in the Western Hemisphere. 
Ambulances will be aero-ambulant with a possible 
transport of 12 to 36 wounded. General hospitals 
on the coast would be untenable in this exposed 
bombing area. Mid-western sites would be log- 
ical. Designation of the voluntary hospitals as 
recipients of wounded and convalescents would 
be based on registration of their facilities, capac- 
ity and available trained professional personnel. 
Such registration was made in the post-world war 
period. 


October, 1940 


Re-registration and a new inventory of capac- 
ity, personnel, and facilities should be a part of 
the immediate program of the medical service of 
the War Department inasmuch as the factual 
basis of the original registration is now obsolete. 
The registration by the Medical Corps of trained 
medical hospital administrators is also being car- 
ried out in the personnel department of the Sur- 
geon General’s office. 


With mechanized warfare, the tempo has been 
accelerated and this acceleration must be recog- 
nized by the hospitals. In the beginning, med- 
ical officers of the regular Army Corps will be 
used as administrators of the hospitals organized 
with staffs from the voluntary hospitals. As it 
is well known, these allotments during the World 
War were short-lived and temporary as the regu- 
lar officers were needed in divisional and field 
services for which they were better fitted by 
training. At the close of the World War there 
were few of the base and evacuation hospitals in 
the hands of regular Army Medical Officers. The 
role of the hospital in the supply of nursing and 
technical personnel is not to be overlooked, as 
emphasized in a recent editorial on the former. 
The experience of the hospitals in the World War 
should ease and augment the effectiveness of pre- 
war preparation at this time. 


The serious economic consequences that are in- 
evitable following utilization of voluntary hos- 
pitals in the military service, should not be over- 
looked. Stripped of much active professional 
nursing and technical personnel, a lowering of 
standards is almost inevitable; current repairs, 
other than emergency, are not carried out; re- 
placements are postponed; personnel is reduced 


67 





in numbers and in quality; research and profes- 
sional studies are in abeyance; fiscal commitments 
are rightly postponed; many staff members, med- 
ical residents and interns will be lacking, and a 
general spirit of unrest prevail among the stay- 
at-homes. The post-bellum economic situation 
is usually frayed. This point should be remem- 
bered in order that early and adequate adjust- 
ments can be made in orderly restorative pro- 
cedure. Can help be expected from the Govern- 
ment in this post-war chaos? Inasmuch as the 
Government has recently offered funds for cap- 
ital expenditures, under certain restrictions, it is 
probable that the social complex of a post-war 
period would continue governmental assistance 
to voluntary hospitals in their re-organization. 
W. J.B. 


———_—___ 


Competition or Jealousy 


In spite of the fact that everyone who works 
in a hospital is serving a common cause, it hap- 
pens too frequently in many communities where 
there are two or more hospitals that rivalries 
exist which result in mutual distrust and sus- 
picion of motives. 


Such distrust may extend throughout the whole 
hospital organization, from the governing boards 
to the humblest employee, or it may involve some 
special group, such as the medical staff. Un- 
fortunately, bad feeling once established is ex- 
tremely difficult to eradicate. 


Jealousies existing between hospitals or among 
hospital workers always impede the promotion 
of satisfactory public relations of the hospitals 
in the community. Even though a given hospital, 
through its practices or policies, may deserve con- 
demnation, the public will always attribute op- 
position of other hospitals to “sour grapes.” 


One of the remedies often suggested for lack 
of cooperation between the hospitals of a com- 
munity is “consolidation” or “unified control.” 
Those who advocate such methods unwittingly 
endorse the desirability of the principle of dicta- 
torship, however benevolent, over that of demo- 
cratic procedure. 


Freedom of institutions is of a part with in- 
dividual freedom, and in a free state the only 
justified restraints of liberty are those which pre- 
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vent one individual or one group from causing 
harm or damage to another. Such restraints may 
be imposed or they may be agreed upon by mu- 
tual consent. Imposed restraints, even in the 
form of public law and however just and neces- 
sary, are apt to be irksome, while self-discipline 
through agreement, often difficult, becomes a 
virtue to be cherished and a foundation for de- 
served self-respect. 


No single hospital in a community can expect 
to hold public confidence and support if it seeks 
and accepts exclusive political or economic ad- 
vantage, or if it attempts by devious means to 
impress the public with claims of superiority not 
justified by superior service. 


On the other hand, competition, if it is fair 
competition, between hospitals is desirable and 
should be encouraged. The judgment as to when 
competition is fair, however, should not be left 
to any one hospital. Rather it must be the com- 
bined opinion of all the hospitals. Fair competi- 
tion then becomes in fact friendly competition. 
The hospital atmosphere of the community be- 
comes cleared of jealousy and bickering and the 
community as well as the hospital profit thereby. 
Enduring freedom and accepted leadership de- 
pend on unity, and unity is not inconsistent with 
competition. Every hospital should preserve its 
individual character. Participation in any plan 
which unites hospitals contributes to rather than 
detracts from the ability to maintain a desirable 
individuality. Local associations of governing 
boards, executives, medical staffs, department 
heads, and hospital councils, whether informally 
organized or actually incorporated, all serve to 
encourage better relations between hospitals and 
between the hospitals and the public. 


Remember 


It is human nature to feel more independent 
and perhaps a bit “cocky” when everything is 
going well—the hospital occupancy about as high 
as desirable, collections reasonably good, and 
things in general doing unusually well. It is at 
such time, or times, that there is a tendency, con- 
scious or unconscious, to say or act “If you do not 
like it, it is just too bad and that is that.” 
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If a patient complains that the service is not 
up to what it was when he was previously a guest, 
or, if a new patron feels the service is not quite 
up to what he was led to expect it would be, is 
the reply, expressed or implied, “Sorry, but you 
will just have to make the best of it’? Ifa 
doctor intimates that he is not getting the con- 
sideration he has always received and has a right 
to expect because of his long years of loyal sup- 
port, is the reply likely to be “We are full, doctor, 
and there is nothing we can do about it’? 


Administrators would do well to check up on 
their own attitude and that of their personnel 
during these “good” times. Many of us remem- 
ber the “lean” days following ’29 when not only 
were there many vacant rooms, but whole floors 
were closed and every member of the hospital 
personnel was like James Whitcomb Riley’s Wil- 
liam, who just before Christmas, was “just as 
good as I can be.” We went considerably out 
of our way to be nice to “our” doctors, upon 
whom we depend for patients. We were unusually 
kind and considerate to those who were going to 
be patients in some hospital, and wanted to ask 
about our hospital and perhaps shop a little. In 
the periodic personnel meetings, administrators 
spent much time coaching workers in handling 
the public and the doctors, especially where other 
hospitals in the same community provided com- 
petition. 


No one knows what the days and years ahead 
hold for our hospitals. We may again have lean 
months, and even years, and the public and doc- 
tors have good memories. The days may come 
when we will be mighty glad to have our doctors 
feel kindly toward us—so kindly that they will 
stand by us when there are inducements to take 
their patients to another hospital. In those days 
we may regret that we were not more considerate 
of certain patients at the time they were our 
guests, if we learn they are going to another hos- 
pital because they were not pleased when they 
Were with us. 


The majority of hospitals, especially the vol- 
untary, are dependent on the public and the doc- 
tors. Let us not forget that we may see the 
time we will need them more than now, and let 
us be just as cordial, just as considerate, just 
4s willing to do a little extra during these “good 


October, 1940 


times” as we may wish we had been when harder 
times may come upon us. It is good advice, even 
if we never have hard times again. 

Rid. 


The Hospital’s Resident Staff 


An increasing percentage of young people who 
are graduated from our medical schools spend one 
or more years in hospitals in further preparation 
for the practice of medicine. To these young 
people their work in the hospital is a continuation 
of their study of medicine in which pursuit they 
have already spent at least four years. 


During the last two years of this medical schoo] 
course the student has had instruction in the clin- 
ical aspects of medicine, has examined patients in 
out-patient clinics and on hospital wards and has 
had the opportunity to observe physicians at work 
in active practice. During all of his medical 
school life he has studied and worked in accord- 
ance with a well-ordered curriculum and has had 
his proficiency checked from time to time by tests, 
examinations, and the like. He has worked hard, 
or at least he thinks he has. 


Now he enters a hospital as an intern. For the 
first time he has some responsibility for the care 
of patients. He has become a part of a very 
complex organization—a modern hospital. He 
may find that he has never learned to so organize 
his work that he can do all that is required of 
him in the time at his disposal. He will face 
problems which he does not know how to solve, 
and must overcome a reluctance to seek advice 
and direction. He will be fortunate if the hos- 
pital he has chosen is one whose superintendent 
and medical staff recognize their responsibility 
to him and do not look upon him simply as some- 
one whose function it is to perform routine tasks 
related to the care of patients, but rather as a 
student whose primary objective is to learn by 
working under competent direction. 


He will find that some of the members of the 
professional staff are interested in him and look 
upon themselves as his instructors and counselors, 
realizing perhaps that he has had a better funda- 
mental training than they obtained, but that he 
needs guided experience in putting that training 
to use. Others he will find to be more or less 
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indifferent, who leave him to work out his own 
salvation and get what he can out of his intern- 
ship. Perhaps he will find that the superintendent 
is a man or woman who takes time to acquaint 
him with his duties and to inform him as to what 
the institution expects of him as an intern. Or, 
should he be less fortunate, he may see little of 
the superintendent unless he happens to break 
some rule of the hospital or displeases a patient 
or a doctor. 


The better hospitals take their responsibilities 
to the members of their house staff very seriously. 
Though they recognize that the institution’s pri- 
mary responsibility is to its patients, they realize 
that it is no unimportant part of their function 
to afford good training facilities for those future 
physicians who are now members of their resi- 
dent staffs. They concern themselves with the 
professional ideals which these young men and 
women develop, knowing that it is during their 
sojourn in the hospital that some of these ideals 
take form. They appreciate the fact that it is un- 
likely that these young physicians will ever again 
be so intimately associated with a hospital as 
they are during their period of residence, and that 
much of their future attitude towards hospitals 
will be conditioned by the points of view they 
develop while they are house officers. 

J. E.R. 


Danger in Over-Organization 


The question of whether the hospital field is 
over-organized is one that many administrators 
and hospital board members are thinking about 
not only as to the expense involved but because 
of the large amount of time and energy that of 
necessity has to be given by hospital administra- 
tors. They are also concerned about so many 
organizations which occupy the time and thought 
of department heads, both lay and professional. 


A report of one hospital in a large city shows 
that this year ending October 1, the support of 
organizations which have to do with hospital 
service is $1,425, and the amount of time ex- 
pended by the administrator was forty-four days. 
Add to this the director of nurses and various 
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heads of departments, and it runs into a high 
figure of time given to meetings of the various 
organizations that pertain to the operation of 
our hospitals. 


It must be admitted that hospitals are operated 
on a much higher standard than ever before; the 
meetings held by the various organizations bring- 
ing together administrators and heads of depart- 
ments have probably done more than anything 
else to give better service to the patient, but there 
is a danger of over-organizing, thus adding to the 
long list of meetings. This is not so noticeable 
in the smaller cities but is becoming somewhat of 
a problem in our larger cities. Regional meetings 
are a step in the right direction, and other meth- 
ods should be worked out to conserve the time 
and energy of our executive and supervisory per- 
sonnel. The leaders in the hospital field should 
give some earnest thought to this subject. 

A. S. B. 


Boston’s Way 


Many in attendance at the Boston Meeting were 
interested to note that in the daily papers, on 
Saturday, many of the voluntary hospitals, as 
well as other eleemosynary institutions, ran paid 
display advertising soliciting funds for mainte- 
nance. This plan is pursued throughout the year. 


There have been some among us, who have dis- 
approved of hospitals using paid advertisements, 
but if conservative Boston thinks well of such a 
plan others may study the advisability of it. We 
have no information as to what the returns are 
from such advertising, but it would seem that the 
information given could not do otherwise than 
be helpful even if no money were secured. 


It is agreed among advertising experts, that the 
occasional hit or miss plan of advertising is 
scarcely worth the cost, but that a definite, con- 
sistantly repeated presentation of the same sub- 
ject will eventually bring results. Maybe the 
Bostonians have something we should all try 
rather than wait for National Hospital Day, or 
some other infrequent occasion for telling our 
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The Hospital—A Business Concern 


Are Its Selection Problems Similar to Industry? 


JAMES B. SLIMMON 


spread of jobs in a hospital and in the home 

office of an insurance company; for example, 
a great many more of your staff have direct per- 
sonal contact with the public. The maid from 
your housekeeping department often has to clean 
the hospital room while the patient and perhaps 
a visitor are present, and any undue noise or 
slight carelessness is likely, for the moment at 
the very least, to reflect on the otherwise good 
work of your whole organization. On the other 
hand, we have a tremendous volume of cor- 
respondence. An unfortunate letter which has 
been written to an agent, policyholder, beneficiary 
or claimant, confronts us in black and white and 
everyone is upset. So we both have the job of 
selecting people who must be mindful every min- 
ute of the effect of their work and the decisions 
which they make on the public, be they clients or 
stockholders, for after all, the majority of you 
have what might be called stockholders—those 
who contribute through direct donations, through 
the Community Chest or by taxation, to meet your 
cost of operation. 


T spree are unquestionably differences in the 


That is one reason why we both regard selec- 
tion of personnel as important whether it is 
selection for initial employment, selection for 
training, selection for promotion into more ad- 
vanced work, selection for the supervisory or 
management group, or selection for the key posi- 
tions near and at the top. That’s why I believe 
some of the same steps can be taken in selection 
in the hospital and in a business concern. 


Consistency in the Hiring of Personnel 


The business concern with which I am most 
familiar is our-group of companies—there are 
four of them writing all kinds of insurance. Un- 
til 1924, the hiring to a large degree and all of the 
training and advancement were left to the officer 
or supervisor of each separate department. In 
Some the selection was better than in others, due 
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to native ability or more care, but it lacked con- 
sistency. Beginning sixteen years ago it was de- 
cided to gradually organize this work and evolve 
a method of initial selection and follow-up which 
would be as uniformly adhered to as is possible 
in a group of 2,600 consisting of officers, clerical 
employees, and cafeteria and building operatives. 


The First Step 


Our first step was to find out what work we were 
hiring people to perform. How could we select 
any person for a job, whether it was hiring a 
newcomer or transferring an experienced person, 
until we knew what he or she would be expected 
to do? To study the job is not a new idea, but 
it is a vitally important one, and one which must 
be properly done. 


We proceeded to make a written description of 
every job under the roof, training people to 
analyze each job—job by job—with meticulous 
care. First, the analysis had to be complete to 
be absolutely fair to the individual doing the job, 
and second, it had to be written in precise stand- 
ard terminology which meant the same thing with 
job number 10 as with 1010. There is a great deal 
of difference between the job descriptions on file 
with the management of many business con- 
cerns which have compiled them and some, be- 
cause of their lack of really precise information, 
are next to useless. 


What a Job Description Should Reveal 


What use is the job description which states 
that an employee is a “reinsurance clerk doing 
part of the work on a typewriter and other clerical 
work as required”? The personnel department 
knows what a reinsurance clerk in our Fire Com- 
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pany does, but not from that description which 
would not help to select a temporary or permanent 
replacement or aid in working with a department 
head on a training scheme for possible promotion. 
Among the things we want to know from the job 
description are: 


Where does work come from and in what 
form and condition? 


What operations are performed daily, week- 
ly, monthly, periodically, occasionally? How 
much time is spent on each operation includ- 
ing what percentage of the time does the 
employee work on a typewriter or other 
machine? 


Is work done on the typewriter simple or 
complicated, requiring speed, planning for 
set-up, or is it form work? 


Where does the work go when completed? 


Is the work checked? If so, how soon? 
How thoroughly? What are the possible 
consequences of errors? 

Does the employee authorize the issuance 
of a policy, the paying of a claim, the making 
of an investment, the buying of equipment 
or materials, or in any way obligate the com- 
pany to an employee, a policyholder, an agent, 
another company, or the government? 


How frequently and in what manner does 
the employee come in contact with other em- 
ployees? With agents? With policyholders? 
With other companies? With the general 
public? 


What special knowledge or abilities are re- 
quired to perform the work satisfactorily? 


Is the work performed under working con- 
ditions which are not typical in the company? 


Not all of these things may appear in any one 
job content, but if they are not there, we know 
they do not occur in the job as performed. They 
have been taken into consideration by the analyst 
and are written up in the same language with 
the same objectives in mind as is a similar job— 
that is, similar from a classification standpoint— 
in the policy loan division of our life company or 
the surety bond division of the casualty company. 


Generalities Are Avoided 


It should be “Fills in daily report on Form No. 
1001,” and not “performs clerical duties as re- 
quired.” Instead of “collates cards’ we should 
specify “collates history cards alphabetically by 
name of insured.” A supervisor, if you are not 
careful, will tell you, for instance, that a certain 
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clerk is “sorting claims by kinds”—a rather com- 
plicated job if that claim department handles 
thirty or more kinds of casualty insurance claims, 
but discussion with the employee on the job will 
develop that he does the sorting by symbol on the 
top face sheet and that he knows little, if any- 
thing, of the difference in claims. In other words, 
he learns little on that job. 


It is a real undertaking to train people to write 
up every job in your plant—actually write the de- 
scriptions and have them approved by the officer 
and supervisor in charge, but it can be done and 
it can be kept up to date by revision whenever a 
change is made. 


Then, when it is necessary to hire a new 
employee from the outside or find one already in 
your employ to fill a vacancy in an advanced job, 
you know what the demands of the job are. Your 
next step—or shall we call it a hurdle—is whom 
do you select and on what basis? To aid in the 
selection of the individual for the job in mind, 
many companies have used various types of tests. 


The Mental Alertness Test 


For fifteen years we have given a mental alert- 
ness test to all applicants for employment who 
gave the appearance of being the desired type. 
We call it “mental alertness” rather than an “in- 
telligence” test, because we believe that is what 
it indicates, since there is a limited period of 
time for the applicant to check the answers. Be- 
fore using this test as an aid in selection, we did 
some research work by asking our then present 
employees to take it in moderate size groups— 
department by department. We then had the de- 
partment heads rate the employees, not by an 
elaborate system (we did not have semi-annual 
ratings then) but by designating those who were 
doing the job more satisfactorily than others— 
those who had shown constant improvement— 
those who had indicated they were material for 
promotion when opportunity came, and those who 
had not exhibited these qualities. We then scored 
the tests and checked the scores against the 
ratings of the supervisors, grouping the employees 
by classification of the job they did. We were 
astounded at the close correlation of success on 
the job to test score and decided to give the test 
for initial selection for employment and as the 
years passed, watched the progress of individuals 
as compared with the score. We then set up 
critical scores as an aid to selection; first for new 
employees by not hiring anyone who did not 
score above a certain point. Then, step by step, 
we began the use of other tests such as a typing 
test, an Ediphone test, an arithmetical test, 4 
filing test, a checking test, a vocabulary test, and 
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others, and established critical scores on those by 
finding out what our successful people did with 
these same tests. Incidentally, we have checkéd 
the same clerks on a certain kind of work by 
comparing scores on the same test before and 
after experience of 6 or 12 months in order to 
make any necessary adjustment of an unfair 
critical score, due to practice or lack of practice 
on a given operation. 


Test Scores as a Guide to Selection 


We found that the test scores were extremely 
significant and I emphasize by reiteration—an ex- 
cellent guide to selection. Though some promis- 
ing material may have been lost by declining to 
consider an applicant who failed to make the 
required critical scores, we do know from our own 
experience and by comparisons with other com- 
panies who have done this work for a sufficiently 
long period of years, that those applicants who 
score above a certain point in our mental alert- 
ness test stand 8 times as great a chance of being 
promotable as those who get below that critical 
score. We may miss one individual with excellent 
potentialities out of 8, 10, or 20, but I feel rea- 
sonably sure that the batting average of our 
industry, and I regret to say of our companies, 
was not as good as that years ago. 


We use these tests—several of them—on new 
employees coming in to the simple, elementary, 
beginners’ jobs grouping the tests according to 
what we have learned our future demands will 
probably be. In addition to the mental alertness 
test a certain number will take typing, filing, and 
checking tests, others an arithmetic test, and 
others the vocabulary test. Then when any of the 
accounting departments have a vacancy we turn 
to those who have exceeded the critical score on 
the arithmetical test, as we do through use of the 
vocabulary test if the position will train some 
one for letter writing or the preparation of bene- 
ficiary clauses in the upper reaches of the job. 


These tests have been devised in collaboration 
With other insurance companies and by using ma- 
terial we know employees will be confronted with 
in our own companies. Others we have purchased 
and use for special situations. On all of them 
we are building our own adaptation and experience 
In addition to the known results of their use else- 
Where. I feel reasonably sure that some of you 
are saying, “What about personality tests?” We 
have tried several and as yet the results have 
not been sufficiently predictive of success or fail- 
ure to make us feel that they can be used as an 
aid in selection. For example, we would like to 
add to our knowledge or estimate of a person’s 
ability and interest, a test of his industry, but 
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we have never found such a test that would even 
supplement, as do our other tests, the interviews. 
Please notice the plural—more than one interview 
is necessary, we are convinced, unless you believe 
that you have some one in your organization with 
divine-given power of unfaltering selection. We 
haven’t. 


Interviewing the Prospective Employee 


The interviews may all be done in the inter- 
viewer’s own individual way, but we believe they 
must all have a standard aim, or perhaps I should 
say, target. All persons hired by our cempanies 
are interviewed (if they pass the tests prescribed) 
by at least three persons. Two interviews take 
place in the employment section of the personnel 
department, these constituting, with the physical 
examination, the primary selection. The third 
interviewer is the supervisor who has the final 
selection from the two or more candidates sent to 
him. We have had many conferences of super- 
visors on interviewing with talks, demonstrations, 
and critiques. We check with the supervisor as 
to why he did or did not like a candidate and ask 
for substantiating reasons for his opinions. In 
cases of employment for better or advanced jobs, 
members of the personnel department use a report 
form on which they check a list of qualities or 
characteristics which compels them in their own 
way to develop the information on each separate 
item. If there is a disagreement on an item, par- 
ticularly if it is an important one, each inter- 
viewer must be prepared to state the reply given 
or the attitude which persisted to cause him to 
give a credit or a black mark for any quality or 
lack of it. By training the supervisor and by 
checking the interviewer by means of a list, you 
set up a target which tends to develop a uniform 
standard. One of the best articles on interview- 
ing I have ever seen was written several years 
ago by Bingham and Moore and constitutes the 
second chapter in their book entitled, “How to 
Interview.” The chapter is headed “Learning 
How to Interview” and covers 75 points the in- 
terviewer should keep in mind. It is an excellent 
refresher even to an experienced interviewer. 


The importance of the interviews is even 
greater when you are employing some one to fill 
an advanced job for which you can find no one 
in your present organization fully qualified. An 
applicant for a job of this kind has probably had 
some business experience which he claims fits him 
to fill your specifications. Even if he is exag- 
gerating his experience, he speaks at least some 
of the lingo and you must find out for yourself 
if he is the man you want. You can give various 
aptitude tests, if one has been constructed in his 
particular line of work, which may indicate if he 
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has qualities similar to persons who have been 
successful in that type of work, but guided by 
these, you must rely finally on a satisfactory se- 
ries of interviews. Among other things, he should 
satisfy you that each time he has made a change 
in position or employer he has either made prog- 
ress in learning, responsibility, or pay—that he 
has not had to step down unless for some good 
and sufficient reasons preferably beyond his con- 
trol. This applies particularly to the situation 
which causes him to apply to you for a job. He 
should thoroughly satisfy you that the reasons he 
gives for any change are the actual ones and you 
should judge him, too, on his reasoning or under- 
standing of both sides of the deal, his former em- 
ployer and his own. 

Who are his references? Are they persons 
who really know him—his ability, his potentiali- 
ties? Are they persons from whom you will get 
a nice letter or one that answers your questions 
specifically? Are they all from the same type 
or age group? Are they the high officials or the 
man for whom he actually worked? Question 
the man closely who was doing exceptionally well, 
in fact, just about putting the company “out in 
front,” who got along with everyone but just 
one important supervisor or officer and felt he 
was wasting his time as all future progress was 
blocked. And, of course, the old one, was he a 
government employee by choice or by compulsion? 

Exposing the applicant to the searching ques- 
tions of several trained interviewers is probably 
the best test of personality traits and will usually 
cause a weak story to become transparent and 
undesirable characteristics to exhibit themselves 
somewhere in the process. On a number of occa- 
sions, when I have been confronted with a young 
man whose stories did not quite fit together, I 
have found, by putting a pad in front of me, re- 
peating some of my former questions and starting 
to take notes, that his answers were brought 
down to a more factual basis. 

We have been discussing being sure a person 
is good enough for a job, but job specifications 
and tests work both ways and will often prevent 
your hiring a person who will become discontented 
because of abilities which are not required by the 
job. In a large electrical manufacturing company 
a selection of mica-splitters had been difficult and 
costly due to spoilage. A study was made of the 
employees who did the best work and lasted on 
the job. It resulted in the selection for that job 
of women 40 years old, or older, preferably for- 
eign born, with a mental alertness under a certain 
critical score and not unduly neat. There have 
been many other examples of selection for certain 
jobs from among persons who qualified by not 
attaining certain critical scores or characteristics. 
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Selection for Promotion 


Now let us discuss selection for promotion. In 
addition to pre-employment tests, interviews, 
knowledge of the employee’s general attitude and 
record, and any test which is appropriate to the 
new opportunity, we use ratings which we make 
of all employees semi-annually. The job descrip- 
tion of the actual work performed and the classi- 
fication of the job itself are entirely impersonal, 
but twice a year the officer in charge and the 
supervisor make a rating of every individual’s 
performance of his or her job against a standard. 


We have used various types of ratings, several 
of which have been devised in collaboration with 
our officers and supervisors. For instance, one 
of our officers in the fire company wanted a rating 
similar to the method used in rating fire insur- 
ance risks. With him, we studied his scheme and 
worked up one that used characteristics he wanted 
in his employees and the scoring was done in 
terms he understood—his language. It gave him 
and us what was wanted—an impartial inventory 
of all his employees rated at the same time. We 
encourage supervisors to use different ratings, 
believing that one form may be slightly unfair 
to some individual or individuals in his depart- 
ment, but a different form used six months later 
may help to correct this differential. The only 
limitation the personnel department imposes is 
that there must be at least five qualities used 
and at least three scale divisions thereof. You 
can have a lot of fun in your “spare time” de- 
vising some and you will make some interesting 
contacts with your management group of super- 
visors if you aid and abet their study of rating 
schemes. What is equally important, you will 
create interest on their part and they will do a 
more thorough, conscientious job of rating their 
employees if they understand and believe in the 
process they have helped to create. 


Job descriptions and ratings, properly handled 
by the supervisor, make his talks with individuals 
under his direction less difficult—he has the mate- 
rial for each one at hand, and he can explain in 
definite terms what his criticism or commendation 
is all about. If an employee is consistently rated 
at the top for his performance of the job and he 
has reached the maximum of salary for that job, 
there is one of two things to do—train and pro- 
mote that person in his own department, or notify 
the personnel department that this employee is 
deserving of a better job elsewhere in the organi- 
zation. 


The Inventory 


This brief resume of selection methods used in 
our companies would probably not interest you 
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at all if I failed to submit an inventory. Do these 
methods work? Are they any good? Yes, they 
work, but we make mistakes and what is impor- 
tant, admit them by having certain checks on 
our selection as soon as is reasonable. After an 
employee has been with us for three months we 
secure a probationary report which contains only 
a few simple direct questions as to whether or 
not the employee is satisfactory, whether he 
should be retained and asking for the two strong- 
est and two weakest qualities he has exhibited. 
We give the officer and supervisor an “out” by 
giving them a chance to extend the probationary 
period for another 30, 60, or 90 days, but we 
watch like a hawk those on whom an indecisive 
report has been made. At the end of six months 
we discuss each new employee with the supervisor 
because, for thoroughly satisfactory job perform- 
ance, we frequently give a raise in salary. If on 
either of these occasions—at the end of three 
months and again at six months—there is un- 
certainty, we either transfer to another job, where 
the process starts again, or ask for resignation. 


The Terminal Interview 


In the terminal interview, we inform the per- 
son, in as constructive a way as we know how, 
why he was asked to leave our employ. We have 
often given tests to help him decide his proper 
niche. Experience has frequently shown that the 
resigned employee agrees with us, but his parents 
had insisted on his seeking employment with an 
insurance company and probably will not agree 
with the findings now. Since adoption of this 
system our number of requested withdrawals 
after one or more years of service has been de- 
creased 88 per cent, comparing 1938 and 1939 
with 1926 and 1927, and what is equally impor- 
tant, the separation has come at an easier time 
for both employer and employee. The employer 
who permits an unsatisfactory employee to con- 
tinue on his payroll for two, four, or five years 
has assumed a moral responsibility and a costly 
one from all angles—inefficiency, salary, and pub- 
lic relations. 


Improved selection has helped directly in reduc- 
ing the percentage of our total income used for 
home office salaries by 26 per cent in the past 
fifteen years, and at the same time has permitted 
us to increase the average salary paid to our em- 
ployees more than 16 per cent. Do you not agree 
that any plan which helps to get these results is 
worth concentrating on, not as a side issue to be 
done when you can but by a person or persons 
spending full time on it and making it their job 
In life? 


If these selection methods or a similar plan 


October, 1940 


work in an insurance company, van they be ap- 
plied in a hospital, is perhaps your next question. 
My answer is, I believe so. We studied four hos- 
pital jobs and made complete job analyses. They 
were, though I hesitate to use titles which are so 
often misleading and do not always correspond 
to similar jobs in other hospitals or concerns, the 
admitting officer, a head nurse, orderlies, and the 
credit or collections manager. 


The job descriptions are appended to this paper 
and I believe demonstrate it can be done. We 
did not devise any ratings because we do not know 
the hospital business, but I believe sincerely that 
ratings can be worked out for every classification 
of job including the special nurse, some of whom, 
who secure the highest ratings should, in my lay- 
man’s opinion, be reserved for the most critical 
patients during the severe time of their disability 
and compensated at higher rates by those patients 
who can afford it. I assume you need incentives 
in all ranks of your business for those who are 
selected, just as we do. 


Conclusion 


In conclusion, let me repeat to you this incident 
which Stuart Anderson, one of the great publicity 
and public relations men of our business, once 
gave: 


One morning, in a great cathedral in Eu- 
rope, the organist played as though he were 
inspired by the very God of Music, and when 
the service was over the boy who blew the 
bellows stepped up to him with happy pride 
and said, ‘““We played well this morning, didn’t 
we?” The organist looked at the boy, and 
with a contemptuous assurance he answered, 
“We! Huh!” and turned on his heel. The 
next Sunday morning when the moment came 
for the organist to play the chief piece of the 
service, with a flourish he placed his hands 
upon the keys, but the pipes were silent. He 
quickly turned in perplexity to the door lead- 
ing into the organ and there he saw the face 
of the boy, white and determined, and heard 
the boy hoarsely whisper, “Say ‘we’.” The 
organist lowered his head and shook his fist 
at the boy, but again the boy demanded, “Say 
‘we,’ ”’ and in angry desperation the organist 
whispered “We,” and when for the third time 
his fingers touched the keys, instantly melody 
burst forth and rolled along the columned 
aisles and rose in sonorous majesty. 


If we are to do our part in building a great hos- 
pital organization or a business concern, we must 
help to instil it with the “we” motif, from the 
newest comer to those in the most responsible 
jobs. If a man or woman believes the manage- 


75 





ment is fair and that the treatment of one indi- 
viual is as equitable as that of another, your staff 
will be a loyal one—it will be their hospital or 
their company through thick and thin. 


These things we have discussed will help to 
convince your staff that you are trying to recog- 
nize the job they do on a uniform basis, acknowl- 
edge the quality of their performance and that 
you are seeking to select as permanent additions 
to their ranks only those who deserve a place in 
such an organization. 


Interview Report 


Opinion Concerning 
Education (Last year completed) 


1. APPEARANCE [Sup.| Av. | Inf.| Ext. 





a. Neatness (Dress & Person).. ts oe! 
b. Poise, Bearing | 








. Enthusiasm 

. Sincerity 

. Compatibility, Adaptability 
POVOBTUMIOEE, 6. cc.0.0655.05.0s0 oes 


. Responsiveness 


- CONVERSATION 


. Vocabulary (English) 
b. Distinetness of speech ....... 
c. Directness, Organization 
|, en eee 
e. Voice (Pitch and Tone) ...... | 





. PERSONAL HISTORY 


. Class standing | 
RR MMNNOUMO EB cc iecs 5 '6-4 no dee rsiaree ers | 
. Activities, extra-curricular. ...| 
. Initiative 





pasPOAGth Of VIRION... 6.60%. eae 
. Interest in current events..... tcinvers 
. Resourcefulness 

. Logical Presentation ......... beer 
. Why insurance and Aetna 


REMARKS: 


6. TYPE (Underline) 
p. Mature, Serious; Immature, Facetious 
a., Aggressive, Dominant; Retiring, Shy 
b. Cocky, Conceited; Modest 


The headings on first 3 columns stand for Superior—Average— 
Inferior. Col. 4 means extra—Example: Extremely resourceful 
would require a check mark in columns 1 and 4. 
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Pleasant, Congenial, Jovial; Reserved, Aloof 

. Optimistic; Pessimistic, Depressed 

. Frank, Open; Guarded, Deceptive 

. Critical, Cynical, Makes Excuses; Fair, Admits 
Errors 

. Argumentative, Opinionated, Stubborn; Tactful 

. At ease, Calm; Self-conscious, Nervous 

. Suave; Small-town, Awkward 

. Ambitious, Industrious, Energetic; Easy-Going, 
Listless, Spoiled 

. Analytical, Thorough; General, Superficial 

. Decisive, Resolute; Indecisive, Vacillating 

Quick; Methodical 

. Intellectual, Scholarly; Average, Dull 

. Apathetic; Emotional, Excitable, Lacking Balance 

Self-reliant; Inferiority Complex 


INTERVIEWER’S RATING 
( ) Inside Work 

( ) Potential Sales 
( 
( 


BROS 


~~ AS eo SS meron 


) Immediate Sales 
) Investigation, etc. (Field) 
( ) Do not recommend 


. LINE OF OUR BUSINESS FOR WHICH 
APPLICANT APPEARS BEST SUITED 


. INTERESTS—Subject on which applicant talks with 
most assurance 


Interviewer 


Job Descriptions at XYZ Hospital 


DIVISION—ADMINISTRATIVE 
Position—Admitting Officer 
Job Description— 


Interviews patient entering hospital, or person accom- 
panying patient, and completes admission record form in 
triplicate on typewriter. Shows name of patient, address, 
religious denomination, name of nearest relative, with ad- 
dress and telephone number, others to notify with address 
and telephone number, nativity, date of birth, age, race, 
sex, whether old age assistance is involved (on ward pa- 
tients over age 65) occupation, name of employer, doctor 
referred by, address, name of service doctor, whether pri- 
vate, semi-private, or ward patient, name of spouse, posi- 
tion, date of admission and time, name of person admit- 
ting, notified by, doctor assigning, hospital rate, and 
amount of any payment. 


If hospital insurance carried, shows name of insurance 
company and identifies type of coverage; as subscriber, de- 
pendent, accident, emergency, non emergency, compensa- 
tion, liability, medical, surgical, maternity or social serv- 
ice. Notes if town, eity or state aid case. 

Questions patient or person guaranteeing payment re- 
garding finances. If uncertainty is shown, or if request 
is made for ward service and need for this semi-charitable 
service seems doubtful, refers to credit manager. 


Completes Payment Guarantee Form, showing patient's 
name, history number, and date. Has patient or relative 
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sign, signing own name as witness. If patient is minor, 
has parent sign form on back, authorizing hospital to treat 
child. 


Questions patient regarding ailment or consults record 
acquired previously and decides whether case is surgical or 
medical. Refers to examining physician most ward cases 
not sent in by a doctor and any case involving doubt. Con- 
sults floor plan of assigned location to make certain there 
is accommodation available and telephones Head Nurse to 
expect patient. 


Calls mail boy to attend patient to location assigned. 
Sends pink copy of Admission Record form, doctor’s in- 
structions, if any, and if minor, a minor temperature chart 
rubber stamped to indicate “Minor Permit” signed to Head 
Nurse with mail boy. 


Types duplicating slip, clips with ledger card and credit 
card and places on desk for delivery to History Room. 


Send yellow copy of admission record form to informa- 
tion desk and at end of day sends white original copy to 
main office. 


On urgent stretcher or ambulance cases briefly questions 
person accompanying to ascertain nature of case and as- 
signs accommodations. If an accident case, or an emer- 
gency case which has been anticipated, and for which spe- 
cial treatment apparatus, such as an oxygen tent, has been 
prepared, sends to assigned location. 


Receives notification of anticipated arrival of most pri- 
vate and semi-private room patients from attending doctor, 
patient, er relative. Makes entry in “Booking Book” 
showing date, name of patient, accommodation requested 
and doctor’s name. 


Notifies doctors of admission of their private cases. 


Sends maternity patients, private or ward, to case room 
unless otherwise ordered by attending physician. Has 
patient or husband sign form authorizing Hospital to treat 
the new born child. Sends caesarian sections to assigned 
ward or room. Assigns all pneumonia and infectious cases 
to single rooms. 


Sends accident cases to accident room and holds accom- 
panying relatives or friends for questioning. If automo- 
bile accident, ascertains where accident occurred, names of 
drivers, addresses and license numbers, and whether or not 
there is insurance coverage. Notifies police department of 
town where accident occurred or State Police if accident 
occurred on state highway. Notifies hospital manager and 
sag yellow copy of admission record form to information 

esk, 


Maintains “T and A” Book, listing operation reserva- 
tions assigned in advance. 


Each morning receives floor plan from each location 
showing beds and rooms occupied and unoccupied. When 
assigning patient to location, indicates on chart. 


Answers inquiries regarding hospital accommodations, 
tates, doctors on service, etc. Checks equipment in exam- 


oe room and attends staff doctor when examining pa- 
lents, 


Contacts cashier’s office frequently for record of dis- 


charges and indicates on floor plan type of accommodation 
released. 


Checked with (name of proper official) 
By J.M.M. 
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DIVISION—NURSING 
Position—Head. Nurse 
Job Description— 


Is in charge of men’s surgical ward, containing 36 beds. 
With aid of assistant head nurse, has supervision of seven 
student nurses, three orderlies, one ward maid, two kitchen 
maids, two relief nurses, and two night nurses. 


Treatment of Patients. Receives telephone notice of in- 
coming patient. Notifies intern or doctor. Designates 
student nurse to attend patient. 


Receives from mail boy accompanying patient, copy of 
admission slip and attending physician’s note, if any. 
Writes name of patient, ward number, history number, 
and name of doctor attending, on temperature chart, “or- 
ders” form, “progress notes” form, and “bedside notes” 
form. Receives from intern or examining doctor, com- 
pleted history form and physical examination form. As- 
sembles all forms in chart holder and places in rack. 


Reviews list of clothes and valuables, belonging to pa- 
tient and which are recorded by student nurse in “Clothes 
Book,” for correctness and to make certain patient has 
signed. 


Attends doctors on visits to ward, noting any instruc- 
tions. 


Goes through ward periodically, observing general con- 
dition of patients, nurses, equipment, and questioning pa- 
tients regarding conditions. 


Twice daily checks charts and “bedside notes” forms 
completed by student nurses for temperature recording, 
fluid intake, output, and any complaints by patient. Re- 
views doctor’s order sheet, progress sheet, and other spe- 
cial sheets, such as diabetic sheets, consultation sheets, etc. 


When patient is to be discharged notifies main office by 
phone to have bill ready. Checks “Clothes Book” to see 
that patient has acknowledged receipt of clothes and valu- 
ables by signature. Delivers to patient confidential report 
form of treatment received for his written comments and 
sealing. Sends to School of Training Office. 


Combines patient’s charts, copy of Admission Form, 
card from history room completed by doctor or interne 
showing date, time of discharge, where to, such as “home, 
convalescent home, to police, or against advice of hos- 
pital,” ward number, name, history number. Enters ward 
number, history number, time of discharge, date, name of 
student nurse and name of cashier in “Discharge Book.” 


Supervision and Instruction. Each morning holds as- 
sembly of student nurses. Reviews reports and charts of 
patients in ward. Questions students as to ideas on nurs- 
ing procedure on designated cases and directs discussion 
on questions. Instructs as to proper method for nursing 
attention. Remarks on any special orders. Reads high 
4:00 a. m. temperatures. 


Completes time slips for student nurses, orderlies, maids, 
ward helpers, showing number of ward, date, number of 
ward patients, number of private patients, number of spe- 
cial nurses, and lists each nurse and time on duty. Pre- 
pares assignment sheet for each student nurse, showing 
beds to be attended, and the types of nursing care included, 
such as “diets” or “medications.” 


Confers with each student nurse regarding her selected 
case study. Explains objective, helps in selection of case 
for study, and instructs in the securing of material for 
social history, case history, subjective and objective symp- 
toms, treatment, nursing care, medication, diet, x-ray re- 
ports, and mental attitude of patient. Receives completed 
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case study report from student nurse, examines carefully, 
and marks with numerical grade. Enters into case study 
book, showing name of nurse, amount of own time spent in 
instruction, grade given, tpye of case, and signature. At 
end of month sends book to School of Training Office. 


Monthly, completes “Impression of nursing ability and 
personality” form for each student nurse, rating the stu- 
dent nurse as being either superior, above average, satis- 
factory, limited, or unsatisfactory on the basis of compe- 
tence, dependability, cooperation, mental alertness, physical 
alertness,.teaching ability, and responsibility. Signs form 
and sends to School of Training Office. 


Monthly, checks for accuracy clinical experience record 
completed by each studest nurse, signs and sends to School 
of Training Office. 


Miscellaneous. Daily, examines equipment, medications, 
drugs, groceries, liquids, and supplies on hand and decides 
what new orders needed on basis of types of patients and 
number. Completes order form in duplicate to requisition 
liquids required, indicating kind, amount, showing ward 
number and date. Requisitions required number of meals, 
indicating type of diet such as “house diet,” “soft diet,” 
“special diet,” and “liquid diet.’’ Retains one copy of order 
and sends other to diet kitchen. In similar manner, some 
less frequently, completes other order forms for linen, 
groceries, surgical equipment, medical and surgical sup- 
plies, special drugs, intravenous fluids, and also special 
orders for certain diet foods, drugs, or surgical supplies, 
as indicated in orders for individual patients. Retains one 
copy and sends other to proper department. 


Daily, completes ward report form, showing date, time, 
ward number, ward temperature, number of patients in 
ward, number admitted, number discharged, number crit- 
ical, number died, and number of operations. Lists any 
special medications and remarks on day’s happenings in 
ward. Sends to School of Training Office. Completes daily 
census report showing ward number, date, number of pa- 
tients in last report, number admitted, number trans- 
ferred, number discharged, number of patients left, sep- 
arated as to private patients, ward patients, and classified 
as to type such as “Men Surgical.” Signs form and sends 
to School of Training Office. 


Daily, completes “day report and night order sheet” 
listing each bed number, name of patient, specific orders, 
and notes anything irregular about condition of patients 
and warns regarding any specific signs or symptoms to 
watch for. 


Weekly, makes entry in book, listing names of patients 
afflicted with bed sores, condition on admission, when sores 
discovered, care, name of nurse attending, age of patient, 
and any remarks. At end of week sends book to School 
of Training Office. 


Makes record of all material or supplies broken, in 
“Breakage Book,” showing date, article broken, price, and 
person responsible. Monthly, totals entries and sends book 
to School of Training Office. 


Completes “critical slips” in triplicate on patients crit- 
ically ill, showing ward number, date, and name of patient. 
Has slip signed by interne or doctor. Sends one copy to 
main office, one to School of Training Office, and one to 
telephone office in order that family of patient may be 
notified. 


Completes “death notice” in triplicate showing ward 
number, date, name of patient, and time patient expired. 
Has form signed by interne or doctor, and sends one to 
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main office, one to School of Training Office and gives 
third copy to intern. 


Checks “Clothes Book” for clothes list of previous ad- 
missions and signatures of departing patients as acknowl- 
edging receipt of clothes and valuables. 


Checked with (name of proper official) 
By J.M.M. 


DIVISION—ADMINISTRATIVE 
Position—Credit Manager 
Job Description— 


Assignment of Patients. Interviews patient or relative 
of patient referred by admitting officer because of question 
regarding eligibility for accommodations, such as free bed 
or ward service, based on apparent financial condition. 

Questions patient or relative regarding finances and de- 
cides as to which type of accommodation patient should be 
assigned. If considered eligible for the semi-charitable 
ward service, authorizes assignment. Should financial con- 
dition appear to justify semi-private or private accommo- 
dations, explains the different types of service and recom- 
mends to patient the service which should be taken. When 
free bed service recommendable, refers to director or man- 
ager. 


Credit Arrangements. Receives record from clerk of pa- 
tients with doubtful rating in Credit Rating Bureau. Au- 
thorizes clerk to secure report from reporting agency. 
When report received decides what credit arrangements 
are advisable on basis of information. 


If patient confined to hospital for extended period, se- 
cures permission to interview, from attending physician or 
head nurse, and arranges settlement agreement. Notes 
terms on credit record card. Interviews patient again 
prior to discharge and, if balance still outstanding, ar- 
ranges for regular payments until account is settled. 


Interviews “out” patients (accident cases, and some pre- 
natal clinic cases) or relatives, and secures signed promise 
to pay. 

Receives credit card from clerk on former patients not 
complying with settlement arrangements. Instructs clerk 
to mail form letter requesting payment. If letter is not 
replied to, may direct the mailing of another form letter 
or may turn case over to attorney for collection. 


Has arranged contacts with supervisors, foremen, and 
paymasters at some of larger manufacturing concerns in 
metropolitan area and may solicit their assistance in col- 
lecting overdue accounts of employes under their juris- 
diction. 


Hospital Insurance Cases. If patient is covered under 
a plan of hospitalization insurance which does not provide 
for payment direct to the hospital, requests that form be 
signed by all patients with ward accommodations, assign- 
ing insurance to hospital. If assignment not secured re- 
quests complete payment before discharge from hospital. 
If a Liability Insurance Contract is involved, bill is 
sent to the attorney for the defense and a lien filed. If 
Compensation Insurance is involved, bill is sent to the 
employer weekly. 
Checked with (name of proper official) 
By J.M.M. 


DIVISION—NURSING 
Position—Operating Room Orderly 
Job Description— 
Receives slip from clerk or nurse in attendance at oper- 
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ating room, showing name of patient to be operated on, 
ward number, and time due in operating room. Goes to 
ward, shows slip to head nurse, assists patient to stretcher, 
and takes patient on stretcher to operating room. Leaves 
patient in room assigned until surgeon is ready. Assists 
in transfer of patient from stretcher to operating table. 
Moves or adjusts lamps, arranges equipment, and does er- 
rands as requested . 


When called, assists in removal of patient from oper- 
ating table to stretcher and conveys to ward. 


Collects pharmacy baskets containing empty drug bot- 
tles, small oxygen containers and carbon-dioxide contain- 
ers from surgical department and delivers to pharmacy 
department. When containers are refilled, delivers to sur- 
gical department. Weekly cleans and polishes baskets. 


Makes up stretchers with fresh linen, dark blanket, head 


blanket and strap when day’s operations are over. Washes’ 


all stretchers weekly. 


Daily, collects gauze bags from operating rooms and 
designated wards and delivers to either bleaching room 
or incinerator as indicated on bags. Dusts all lights and 
clocks and washes walls in operating rooms. Helps nurses 
prepare and sterilize instruments. Collects empty saline 
flasks from wards, washes and delivers to sterilizing room. 


Takes nurses’ laundry to laundry room. Collects speci- 
men tags from laboratory, milk and orangeade from 
kitchen, clean laundry and delivers to operating rooms. 
Receives sterile supplies from sterilizing room and delivers 
to operating rooms and designated wards. 


Weekly, polishes brass pipes in service room. Twice 
weekly takes mending to sewing room. 


Replenishes water containers in operating room. 
Must be in readiness for call at any time. 


Checked with (name of proper official) 
By J.M.M. 


DIVISION—NURSING 
Position—Ward Orderly 
Job Description— 


Assists nurses on ward in lifting patients, handling 
trays, feeding helpless patients, gives male enemas, pre- 
operative shaves and takes male rectal temperatures. 

Sets up frames, such as for fractures, on order of head 
nurse or doctor. 

Assists patients to wheel-chair and wheels to other de- 
partments for special attention, such as x-rays or electro- 
cardiograms. When necessary, may wheel patient on 
stretcher to operating room or may call for patient at op- 
erating room to return to ward. 

Daily, washes floor of ward, cleans lavatories, bedpans, 
and urinals. Changes ward curtains, polishes brass, phar- 
macy baskets, lamps and copper jackets. Sweeps ward 
three times daily. Fills and returns patients’ water 
pitchers. 

Collects gauze bags from designated wards and private 
rooms and delivers to either bleaching room or incinerator. 


Sorts soiled linen. 
Delivers pharmacy basket to pharmacy. 


Checked with (name of proper official) 
By J.M.M. 





New York Will Build Ten New Modern Dispensaries 


For the relief of conditions of overcrowding 
and inadequate service in the city’s municipal hos- 
pital clinics, Dr. S. S. Goldwater, Commissioner of 
Hospitals, has announced that construction has 
begun at Kings County Hospital in Brooklyn on 
the third of a series of ten new modern dispen- 
saries, planned by the Department of Hospitals 
for different sections of the city, and that corner- 
stone ceremonies were held on September 25. 


The dispensary will be a million-dollar five-story 
steel-framed structure with concrete foundation 
and floors, and exterior walls of brick, trimmed 
with limestone with a granite base. Provision will 
be made for registration of double the present 
Number of patients treated daily. Examining 
tooms will be provided where physicians in light, 
bright surroundings, unencumbered by the stress 
of overcrowding, will be able to give better service 
to the patients. The tuberculosis clinic, now 
housed in make-shift quarters in the tubercu- 
losis pavilion of Kings County Hospital, will oc- 
cupy quarters in the new dispensary which will 
Provide a complete set-up for fluoroscopy and 
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collapse therapy. ‘The expanded social service 
division of the dispensary will provide more pri- 
vacy and a more cheerful atmosphere for the 
solution of the many problems of clinic patients. 
In addition, it will provide more space for the 
adequate follow-up of venereal, fracture, and lue- 
tic prenatal cases. Extensive equipment for x-ray 
and physical therapy will be provided in the build- 
ing, thus relieving the strain on departments 
originally intended for hospital service only. 


In the development of the new ten dispensaries 
the first relief was sought at Greenpoint Hospital, 
also in Brooklyn, where a modern building was 
opened in 1937. The second dispensary in the 
series was the Welfare Island (Consolidated) Dis- 


pensary. Other new dispensaries or major addi- 
tions to present services for the relief of indigent 
patients have been authorized and planned at 
Queens General Hospital in Jamaica, Coney Island 
and Cumberland Hospitals in Brooklyn, Lincoln 
and Morrisania Hospitals in the Bronx, and Har- 
lem and Bellevue Hospitals in Manhattan. 





Building Esprit de Corps 


RALF COUCH 


pitals of any city or town throughout these 

United States. Esprit de corps, meaning 
the common devotion of members to an organiza- 
tion, is a fundamental adjunct to this hospital 
family which specializes in the business of caring 
for the sick. 


F itt de corps is of vital importance to hos- 


This devotion must be radiated from within 
each employee—a feeling of pride, a spirit with- 
out which the employee cannot be successful and 
without which the hospital cannot succeed to its 
fullest possibilities. Intangible as it may seem to 
be it is a dominant factor in differentiating be- 
tween the “good” and the “excellent” hospital. 
Those organizations which really have it can send 
their patients home with a feeling of satisfaction 
that makes them root for “Dear old Community 
Hospital,” over the bridge table perhaps, as they 
tell their friends, “Well this is the way they do it 
at ‘Community.’ ” 


Please do not get the impression that this spirit 
of patient or employee—intangible thought it may 
be—is imaginary. But to ring true, it must be 
genuine. 


from the Main Office 
The Spirit of the Hospital Radiates 


How do you build this devotion in your hospital? 
Let me outline a few points which seem funda- 
mental: 


This spirit must be fully exemplified in the ad- 
ministrator—it must start from the top in order 
to influence the entire organization. Your “boss” 
must evidence the virtues he expects of his staff— 
loyalty, sincerity, humaneness and leadership. In 
the same way he must, by example, instill this 
spirit in the hearts of his board members. In 
other words, he is the spearhead of enthusiasm 
for his hospital. 


Employee Selection 


The importance of employee selection must be 
recognized. No other factor in personnel relation- 
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ships is as vital as this one. The selection of one 
misfit among key employees in your hospital will 
out-weigh six selections who fit, in “quality.” 


Security 


Employees must be able to feel that they are 
secure from political interference in their jobs. 
Particularly when a good piece of work is accom- 
plished, there should be no politics in the internal 
administration or actions of the governing board. 
Your assistants cannot give you the full benefit 
of their ability if they work in subjection and fear. 


Adequate Employee Benefits 


It is essential in this era of social consciousness 
and development that the administrator and the 
governing board make available benefits which 
exemplify the fundamental of cooperation. These 
benefits include—promotion awards, loss of time 
allowances, vacation privileges, retirement bene- 
fits, etc. 


Eliminate the “versus” attitude from your per- 
sonnel relationship and develop the pulling to- 
gether feeling. If you accomplish this, you have 
set up a fundamental concept which will assist in 
building esprit de corps. 


The hospital management has a right to expect 
complete cooperation from each employee in build- 
ing this theme, and the administrator reserves 
the right to remove from the personnel group any- 
one who is not sufficiently devoted to the hospital 
as a going-concern, providing a community ser- 
vice, to prove by example that he belongs and is 
doing his bit in maintaining a high standard of 
esprit de corps. 
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Training School Advisory Committee 


Massachusetts General Hospital 


DEAN JANE LOUISE MESICK 


training school advisory committee is to be 

informational rather than inspirational. Such 
a subject is best covered by concrete example, I 
feel, rather than by vague generalizing. I shall 
therefore confine myself to what is being done by 
the Advisory Committee at the Massachusetts 
General Hospital, of which I am a member. To 
some of you this will not be new, especially to 
those who are privileged to know Miss Sally John- 
son, our efficient Director of the Massachusetts 
General Hospital Training School. Indeed, the 
most painless way of getting this information is 
to read Miss Johnson’s article in the American 
Journal of Nursing, of July, 1939. 


| PRESUME the object of this discussion on. a 


Qualification of a Committee Member 


The perfect advisory committee would be a 
group, whether of one sex or both, wholly dedi- 
cated to the ideal of achieving such a combina- 
tion, of nursing education and nursing practices 
as would in turn produce the truly educated and 
trained nurse; one who has not lived too breath- 
lessly through her three years, but who comes out 
of her hospital training an individual, well poised, 
cultured, intelligent, a citizen of the world. 


The first duty of such a group is obviously to 
be well informed. One has to live with an 
institution to speak authoritatively. The field of 
nursing is so enormous, the needs of the hospital 
take on different aspects so rapidly, that the great- 
est devotion to the cause is necessary if we are 
to become and to continue to be well informed and 
if we are to interpret the hospital to the commu- 
nity and the community to the hospital. There 
are many ways to accomplish this, but in all of 
them the urge to know must be present. If it is 
Psychologically true that interest follows under- 
standing, the member who is intelligent in regard 
to the hospital is almost bound to be interested. 
Is it too much a repetition of what you already 
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know if I say that such a group should represent 
a cross section of the community, should be made 
up of thoughtful, intelligent people who are pub- 
lic spirited enough to be aware of what the com- 
munity requires from the trained nurse, and who 
have vision enough to consider not only the im- 
mediate needs of the hospital but the broader 
usefulness of the trained professional woman? To 
be asked to join such a group is and should be 
considered an honor, comparable to that experi- 
enced through relations with any other kind of 
educational institution. 


The Members of the Committee 


May I mention again Miss Johnson’s article in 
the July Journal and admit that what I say must 
be more or less a repetition of her facts. Our 
group originated several years ago; it now num- 
bers twenty-two besides the ex officio members— 
the superintendent of the hospital, his assistant, 
and the principal of the school, who is also the 
superintendent of nurses. There are on the full 
committee three trustees, three physicians, two 
officials of local women’s colleges, and fourteen 
other women from the community. 


The entire committee meets twice a year and 
the women of the committee nine times a year— 
these women are the working group, operating 
through subcommittees. They make various rec- 
ommendations to the larger committee and 
through it to the trustees. It is not a committee 
of authority but of influence only. 


One of the comparatively recent improvements 
which I think the whole advisory group may take 
pride in having urged is the appointment of a phy- 
sical-social director who makes a report at each 
monthly meeting of the women’s committee. 





Subcommittees 


In the earlier days of the group there were no 
subcommittees, and the committee functioned 
more or less as a whole; but of late years it has 
proved very advantageous in such a large group 
to apportion responsibilities in accordance. with 
the members’ interests and the needs that have 
arisen. At present there have evolved four sub- 
committees. 


Subcommittee on Housing 


An obvious need in a nursing school which 
houses a large number of students and reg- 
ulates their lives was, of course, a housing 
committee and in close connection with that, the 
social activities. We have therefore a committee 
which combines these two interests. Periodical 
visits are made to the various houses, new and 
brighter furnishings are often. suggested and 
chosen, more gracious ways of living are intro- 
duced, and various suggestions are made for the 
greater happiness and comfort of the students. 


Subcommittee on Nursing Service 


It would be impossible for us to understand the 
heavy demands of nursing service, the daily hours 
of work and study, the necessity for balance be- 
tween theory and practice, if we had not the in- 
terpretation of the nursing service committee. In 
a sense, we are all on that committee, as we are 
urged to visit the wards at all times, especially 
at the times of the peak load between 8:00 and 
10:00 a. m. and 3.00 and 7:00 p. m. and espe- 
cially the period between 3:00 and 5:00 p. m. 
which, as Miss Johnson says, demonstrates the 
“conflict between nursing education and nursing 
service,” since most classes are held at that time. 
The subcommittee on nursing service have this 
as their chief interest and have done much to 
furnish backing for the superintendent of nurses 
in her efforts to relieve situations which were 
unfortunate from the point of view of nursing 
education. Those things are discussed at the 
monthly meetings where the Superintendent of 
Nurses gives a full report of recent developments 
in the school, linking them up with the modern 
trends in nursing education and enabling us to 
be aware of what those trends are and how they 
are dealt with in a modern, school. 


Subcommittee on the Library 


I think we all feel that the members of the sub- 
committee on the library and on committee edu- 
cation have done very outstanding work recently 
in their urging upon the trustees the employment 
of a trained librarian in the nursing school li- 
brary. She has been, of inestimable value not only 
to the students but to the often overbusy teaching 
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staff as well. Now we are wondering what we 
did without her, and the credit for the long and 
patient effort to bring this happy situation about 
rests largely with the subcommittee on the library. 
This committee has also helped greatly in the 
education of the women’s group by the circulating 
of books and other material of which we should 
be aware and which we would probably never see 
if it were not for the efforts of this committee. 


Subcommittee on Education 


Our fourth subcommittee is that on education. 
Since we are functioning in a nursing school, we 
should be able to make a real contribution if we 
know anything about teaching and curricula. We 
are really educational consultants. The superin- 
tendent of nurses should be able to turn to us for 
support in the educational policies and practices 
which she believes are necessary to her school. 
Recently our curriculum and our admission re- 
quirements have been undergoing radical changes. 
We have emphasized the importance of more pre- 
liminary education, and we have urged the free- 
ing of more time for study by the employment of 
more graduate nurses. I cannot honestly say that 
these things originated with us, but I think I can 
say that they were very carefully considered by 
the education committee and that we advised to 
the best of our ability. As a member of this 
committee, I can see possibilities of usefulness on 
our part now untouched. For instance, we have 
made some beginnings at visiting classes and 
judging the quality of the teaching given our 
students, but we should do a great deal more. We 
should also make more study of the curricula and 
methods of other reputable nursing schools and 
should, if possible, visit such schools. 


Summary of Activities 


The general contribution that our group tries 
to make to the Nursing School is of a varied na- 
ture. We think we did something toward bring- 
ing about the eight-hour day for special nurses. 
We have analyzed complaints ranging from the 
perennial one concerning food in the dining rooms 
to those which have to do with the professional 
behavior of our graduates after they leave the 
hospital. We give periodic teas; we have helped 
to get volunteer workers in the various depart- 
ments; we have personally made contributions 
toward ends in which we believed and for which 
there was no money in the budget. When all is 
said and done I do not know whether we have 
been in the nature of a godsend to the Nursing 
School or whether we have been a_ nuisance, 
something underfoot to be stepped over by our 
long-suffering superintendent. But we are im- 
proving all the time. 
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Newer Trends in Hospital Plans and Equipment 


EDWARD F. STEVENS, F.A.I.A. 


for its efficiency in the care of the patient 

but for its efficiency in maintenance and 
coordination of one department with another. 
More attention is being given to this factor in 
modern planning. In many countries hospital re- 
search offices have been established where every 
problem is analyzed before the working plans are 
made. Sweden, for instance, has such a depart- 
ment for the study of the New Central Hospital 
at Stockholm, and much good already has resulted 
from these investigations. I believe every coun- 
try and large hospital section could profit by sim- 
ilar research centers. 

The tendency towards higher multi-story con- 
struction, even in, less congested localities, is very 
marked, for with the modern elevator vertical 
transportation is far easier and quicker than hori- 
zontal. 


It is to be noticed that the majority of the 
newer large hospitals all over the world have 
applied the so-called modernistic architectural de- 
tail to the exterior design. This is a good sign, 
for the elimination of much unnecessary detail 
not only lowers the cost of construction and up- 
keep but adapts itself to hospital planning. Elab- 
orate cornices and entrances are not necessary to 
the care of the sick, but pleasing and artistic 
entrances go a long way in creating a favorable 
impression on the patient and his friends. 


A HOSPITAL should be considered not only 


Operating Department 

Only a few years ago it was thought necessary 
to have the operating rooms at the top of the 
building, and skylights were considered essential. 
Today, with the modern artificial lighting, this 
department may be located on any floor, some- 
times even underground. A very good example 
is the new White Memorial Building of the Massa- 
chusetts General Hospital where the ten major 
Operating rooms are on the third floor of the 12- 
story unit, with the observation galleries placed 
above and entered by a mezzanine floor. This is 
perhaps the most outstanding example of these 
newer operating units, although not the first to 


use this separation of observation and operating 
areas. 


There have been many improvements in oper- 
ating lights in the past few years, with an effort 
to eliminate unnecessary overhead structure and 
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to obtain a concentration of light which will be 
cool, shadowless, and of the right intensity. 


A type which I found a few years ago in 
France, making use of a reflecting dome, seemed 
to have many advantages, and these reflecting 
ceilings of this French (Walter) system were be- 
ing adopted by many French and English hos- 
pitals. This system appears practical and not 
over expensive, but I know of no institution in 
the United States where this light has been used. 


The lighting is from a single high-power lamp 
placed on the focal center of a parabolic or elipti- 
cal dome, the focus of which is the operating table. 
The base of the dome is 6’6” from the floor and 
establishes the gallery or observation level, and at 
this level there are observation windows in the 
dome, with room for fifteen or more observers. 


The sound or conversation from the operating 
field is transmitted by reflected sound rays simi- 
lar to the light rays, giving a cold and powerful 
lighting. With this is a device for sterilizing 
the room and air during operation. 


Such a dome may be built, including the ob- 
servation gallery, in a height of 15 ft. 


Air Conditioning 


Air conditioning, if properly controlled, is to be 
recommended, but comparatively few of the larger 
hospitals of the world have used this comfort- 
giving equipment. 

I agree with Dr. Walsh’s' statement in his re- 
cent article that “full air conditioning of an entire 
hospital is impractical, unnecessary, and economi- 
cally unsound.” The expense involved, in com- 
parison with other forms of heating and ventila- 
tion, is so great that it is apt to be left out of the 
construction budget. This important piece of 
equipment, however, should be seriously consid- 
ered for any new hospital where the climate would 
require it. Methods of heating and cooling 
through the same unit have been successfully de- 
veloped and, if properly thermostatically con- 
trolled, the apparatus gives the desired tempera- 
ture and humidity in both hot and cold weather. 


1Dr. W. H. Walsh, HOSPITALS, Page 76, 1940. 








Panel heating has been used with success in 
England, but to a limited extent in the United 
States. 

The use of steam or hot water for direct heat- 
ing is always a debatable question. 

Air Sterilizing 

To those of us who have been brought up in 
the belief in the Chapin? theory that infection is 
only brought about by contact and not air borne, 
the experiments now being carried on by Toronto 
University, University of Pennsylvania, and here 
in Boston at the Harvard School of Public Health, 
will bring wonder as to how we have existed. 

The use of the ultraviolet ray for disinfection 
of the area around the patient is being developed 
by many of the electrical companies in collabora- 
tion with scientific bodies and we are looking for 
constructive information which will assist us in 
making proper provision in our newer hospitals. 


Sound Absorption 


Many improved methods of absorbing unneces- 
sary noises have been brought on the market and 
it has become almost a standard practice with 
almost all hospital architects to provide sound 
absorption at least on the ceilings of all main 
corridors, sink rooms, nurseries, and noisy rooms. 


Patients’ Rooms 


The size of the ward is always a much dis- 
cussed question but it seems to me that a sick 
adult would not choose to be placed in the same 
area with other sick patients. Of course, all may 
not be able to afford the expense of a private room 
and the nearest thing I have found to the private 
room is the 4-8 bed cubicled ward with solid fixed 
partitions; and while the area needed in some 
cases may be greater than that of the open 8-bed 
ward, the comfort afforded the patient should 
mean a sufficiently larger income to the hospital 
to warrant the extra cost. 

A small sub-sink room placed between two sec- 
tions of the 8-bed ward affords all service for the 
ward. 

Small private rooms, with toilet section between, 
saves in construction and cost and maintenance. 


Psychiatric and Neurological Units 

Many large general hospitals provide a psychia- 
tric and neuro-psychiatric department, and with 
proper separation from the rest of the hospital, 
this department may be properly isolated. The 
construction, however, must be planned for the 
purpose, with asylum hardware and fixtures, all 
doors opening out, heating fixtures better placed 
on the corridor wall and accessible from the corri- 
dor, lighting fixtures without projections and with 
non-breakable glass, windows with sufficiently 
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small lights of unbreakable glass to prevent the 
passage of a human head, and flexible insect 
screens of sufficient strength to resist breaking. 
Such rooms may be used for the mild or violent 
patients. I would suggest that the walls be of 
cement or some other indestructible material. 
There should be a continuous flow bath besides 
other fixtures thermostatically controlled from 
another room. 
Physical Therapy 

Some of the new hospitals of 100 beds or over 
are being given a department of physical therapy, 
and with the many portable treatment machines 
the space required may not be excessive. Hy- 
draulic fixtures of course must have water and 
drain. Treatment bath for poliomyelitis patients 
must of necessity have more space, up to the 25 
or 50 ft. tank where the nurses and attendants 
treat the patients in the water. A modern exam- 
ple is the recently completed out-patients clinic of 
the Hospital for Joint Diseases in New York. 


Sterilizers 

A new sterilizer has been adopted by many 
hospitals which will wash, cleanse, and sterilize 
dirty instruments and deliver them ready for ser- 
vice in from seven to ten minutes. This is done 
with super heated water at 273° and pressure. 
With this type of sterilizer and with the autoclave 
pressure sterilizer the boiling process is largely 
done away with for instruments. 

Distilled water is being used very largely in 
place of boiled water, and with the new type of 
sterilizing apparatus many pieces of apparatus 
can be eliminated from the set up. 

Conclusion 

The great problem of housing the sick is being 
solved. Every new hospital constructed brings to 
light some new device. It may be a method of 
sterilizing a hypo needle or an economical method 
of air conditioning an entire hospital. 

Whether to serve the food by elevator, dumb- 
waiter, escalator, or what have you, all systems 
have their friends. 

A new form of plastic interior finish, factory 
fabricated, is being used in public buildings to 
advantage. 

Improvements in lighting facilities and fixtures 
for simplicity and artistic effects are being col- 
tinually brought out. 

Improvements in the care of the new-born have 
made large strides. 

All things are changing—We are in the midst 
of an international whirlpool and everything is 
changing. To quote Dr. Marston,’ “I’m too busy 
readjusting my own mental map. I don’t dare to 
stop a moment lest I get left too far behind.” 


3Dr. Moulton Marston, September, ‘‘Your Life.’’ 
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Training of Employees 
GLENWOOD J. SHERRARD 


are devoting more time and thought to labor 

problems, training and handling of men. Man 
management thus is assuming greater importance 
as a management function and now frequently 
ranks with finance, production, and sales. 


: almost every field of activity today, executives 


Proper Selection of Employees 


The effectiveness of any personnel program 
must rest ultimately upon the successful selection 
of the employees and the proper direction of their 
energies into efficient activities. Every possible 
effort should be made to keep “square pegs out 
of round holes.” An experienced employer of 
labor once remarked, “If I could find any way of 
choosing and hiring employees who are one-half 
as good, relatively, as the machines and mechan- 
ical equipment I buy, my success would be enor- 
mous.” The main factor of difference between the 
successful and the unsuccessful mechanical oper- 
ation is the human element by which machinery 
is operated. Proper selection not only enhances 
the potential efficiency of the organization but 
directly eliminates much of the economic waste 
involved in antiquated methods of choosing 
employees. 


Estimates indicate that it costs anywhere from 
$25 to $200 to hire and train a new employee for 
his job. In operations where valuable materials 
can be easily spoiled by inexperienced employees 
the expense is even greater. Obviously, the cost 
varies with the degree of skill required and the 
complexity of the job to be performed. 


Men and women cannot be selected and placed 
successfully unless those who do the interview- 
ing of applicants know the nature and require- 
ments of the positions to be filled. The more 
complete the details available concerning specific 
jobs, the more nearly correct will be the selection 
of those employed. 


Consideration of Specific Requirements 


In the proper adjustment of personnel to its 
duties and responsibilities, the specific require- 
ments of the job are as important as the qualifi- 
cations of the person selected to fill it. Hiring new 
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employees, placing them at work for which they 
are adapted, transferring them to other depart- 
ments for promotions, surrounding them with 
healthful and safe working conditions are essen- 
tials in any organization. Labor, like materials, 
must be obtained and then maintained in condi- 
tion for use. 


No phase of personnel procedure can be reduced 
to a basis of mechanical and mathematical pre- 
cision. In the absence of intimate conference, 
personnel administration ceases to be personal 
and becomes impersonal and mechanical. In ob- 
taining necessary information regarding appli- 
cants for positions, the interview is an indis- 
pensable agency. 


Interviewing 


Interviewing is a difficult task involving the 
fine elements of diplomacy. It is no job for the 
immature and inexperienced. In the successful 
interview every effort is made to have the appli- 
cant discuss freely his specific qualifications, 
reveal his general characteristics, and state his 
major hopes, ambitions, and likes and dislikes. 
When properly conducted, the interview indirect- 
ly makes the applicant see his own limitations 
and capabilities, in relation to the position under 
consideration, without being made to suffer the 
embarrassment which results from the discourte- 
ous interview. Frankness, honesty, and truthful- 
ness are always encouraged by the carefully 
planned and skillfully conducted interview. Like- 
wise are these qualities equally a responsibility of 
the interviewer. Successful interviewing, then is 
founded upon adherence to certain well defined 
principles of conduct. 


The applicant must first be put at ease as com- 
pletely as possible. An individual seeking a job 
is often nervous and timid and embarrassed by 
the strange surroundings. He is quite often self- 
conscious when trying to sell his services and to 
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make a good impression. Under these circum- 
stances, he welcomes some word or attitude, from 
the person giving the interview, that will relieve 
the tension. A sincere interest in humanity is a 
prime requisite of the expert interviewer. The 
interest enables him to understand the applicant’s 
point of view and to keep in mind that the decision 
and choice will affect for good or ill a human 
career, and determine in part the success of the 
organization. 


The initial reception of an applicant is impor- 
tant. At this time first impressions of the prospec- 
tive employee are formed and first impressions 
are lasting. Also, at this time the interviewer’s 
first impression of the applicant is important. It 
is in the preliminary interview that the weeding 
out process is rigidly begun, and when effectively 
carried out results in the saving of time, other- 
wise spent in useless questioning. Caution should 
be exercised at all times lest the weeding out be 
conducted too hastily and good workers be lost to 
the company. Snap judgments are to be avoided. 
The tone and attitude of the person interviewing 
the prospective employee are invariably construed 
as characteristic of the whole organization. In 
the interviewing process, jobs are sold and serv- 
ices bought: it is essentially a sale and purchase 
procedure. The memory of a pleasant and courte- 
ous reception remains with the applicant, even 
though it becomes necessary to reject him. On 
the other hand, if he enters the service of the 
company, it is with a better spirit than when the 
reverse kind of a reception is accorded him. 


Policies and Practices 


To attain the complete confidence and satisfac- 
tion of those who work for us and with us, it is 
essential that executive and department heads 
inform employees so that they may understand 
why things are done. The responsibility for cor- 
rectly and consistently making the policies of top 
management known to the rank and file rests with 
department heads and their assistants. They are 
management’s immediate and direct contact with 
employees. Through them, facts about our busi- 
ness, such as reasons for payroll changes, financial 
and other limitations imposed upon management 
in dealing with employees will best reach the rank 
and file of employees. 


In the opposite to this—management should be 
kept informed of the problems of our employees. 
People whose livelihood depends upon their job 
being done satisfactorily and, also, in pleasing 
their immediate superiors will put up with great 
burdens and even abuses before complaining to 
higher executives. Our policy should be justice, 
to be maintained at all times. Success in this will 
depend upon the amount of confidence and respect 
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department heads and their assistants are able to 
inspire in those who work under them. 


Much has been said at various times about co- 
operation. If you want it, you must give it, and 
this applies to those who work under your super- 
vision, as well as other department heads and ex- 
ecutives. A good way to get it is to give unsolicited 
credit and show appreciation. One of the best 
and fairest methods to secure loyalty of your 
staffs, is to institute a policy of transfers and 
promotions and strictly adhere to it as much as 
humanly possible. We know that no better incen- 
tive can be offered to employees than assurance 
that promotions are conscientiously given with 
an organization. No position should ever be filled 
until it has been ascertained that we cannot ad- 
vance someone within our organization. If we 
have people working in positions from which ad- 
vancement is possible, yet they are not suitable, 
it is far better that we make a change or tell the 
employee just where he stands. You will only 
have a very dissatisfied and perhaps disloyal em- 
ployee if you have to advance somebody over him 
or bring in an outsider sometime in the future. 


When employees ask for a transfer to other 
positions we should be honest and fair. Do not 
hold out encouragement to someone for a posi- 
tion he has asked for, if you know he or she is 
not suitable. 

Intelligent Instruction 

One last important subject I will mention is 
that of intelligent instruction. It has often come 
to my attention that many dollars could be saved 
and much time if we would only have a little more 
patience with some of our employees in instructing 
them about their duties. We should try to keep in 
mind that the ability to instruct, to make clear, to 
make one’s self understood, is the very essence of 
the ability to manage a department or whole in- 
stitution. We cannot expect intelligent coopera- 
tion and confidence from men and women if they 
do not understand exactly what is expected of 
them. If they have been properly selected they will 
understand, if the explanation, instructions and 
supervision are what they should be. As a matter 
of fact, we should always explain the reason for 
any instructions, orders or acts to people we deal 
with. We expect their cooperation, therefore, they 
should know our reason for whatever we do, or 
do not do. This should be observed at all times 
and is of special importance in matters pertaining 
to payroll adjustments—whether it be increase 
or decrease. 


Employees training is a form of instruction and 
it is never complete. The qualities that are re- 
quired in instruction, which are clarity, simplicity, 
patience, and interest, are necessary to successful 
employee relationships and training. 
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The Perfect Record Room 


IVY ROSE HUBERT 


record librarians, demonstrating what record 

librarians do want and do not want in the 
departments in which they work. Into it has 
gone the collective experience of thirty record 
librarians, who have worked in forty-two record 
departments, fifteen business offices, and six 
states, from New York to California. 


T HIS is the story of a record room designed by 


Thought has been given to appearance, cost 
efficiency, comfort and human nature. The re- 
sultant unit design is a basic one, amenable to 
modification for large and small institutions, and 
as modern as tomorrow. No concessions are 
made, as majority vote selected each item, after 
months of discussion. 


The plan. aims to promote maximum efficiency 
in the record room; to provide comfortable work- 
ing conditions for both physician and record li- 


brarian, breaking down the work-resistance of 
the former, and saving the disposition of the lat- 
ter; to include some very new equipment that has 
proved its value over and over again in business, 
and can be used with equal success in the medical 
record office; and to serve as a guide for admin- 
istrators and record librarians. 


When the project was launched, the first de- 
bates produced these lists of requisites and items: 


Construction: 
Ample window exposure 
Ample floor and filing space 
One door to main hail 
Air conditioning 
Scientific lighting 
Sound absorption ceiling 
Two double electric outlets per wall 
Non-glare dull finish walls 
Storage shelves nearby or adjacent 
Supply closet or space 
Neat quiet flooring 
Space for Recordak projector with place to take notes 


Location Items: 
Convenient for and to doctors 
Main floor, near staff room, and near medical library if 
the librarian has responsibility for it 
Sub-station in surgery if warranted 


Equipment Items: 
Metal or wooden furniture optional 
Bulletin board optional 
Tasteful decorations 
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One desk per worker 

One typewriter per typist 

Non-wobble, non-rattle side compartment for typewrit- 
ers in desks 

Large flat-topped desks 

Compact comfortable dictation units with double knee- 
hole 

Adjustable back support chairs for typists 

Ball bearing installation on all drawers 

Ample wor ktable surface for interns and assistants 

Orderly cubicles for intern charts awaiting completion 

Numerous trays for charts being indexed, checked, etc. 

Closed file for incomplete charts of private staff 

All files set on a six-inch recessed base 

Card files to be at least 20 inches from the floor 

Card files to allow for expansion 

Heavy metal-top guides for files 

Visible file disease index—2 units 

Wide labels on storage shelves 

Sturdy safe ladders and stools 

Floor stand ash trays 

Dictating machines and equipment optional 

French desk phone—non-skid 


Books: 
American Medical Association directory 
County Medical Society directory 
Large medical dictionary 
Pocket size medical dictionary for each desk 
Good English dictionary 
Professional reference books 


Stationery: 
Numbering machine 
Desk sponge 
Stapler 
Shears 
Desk calendar 
Paper punch 
Cube ink wells and non-rust pens 
Ruler 
Pencil sharpener 
Printed disease index cards 
Rubber stamps and pads 
Printed spiral bound analysis record 


Items Scorned: 
Proximity to service court 
Traffic lanes in front of work areas 
Folding top desks 
Card files near the floor 





Messy ink wells 

Table ash trays 

Disease files that must be transported for use 

Bad air 

Drafts 

In the plan the window wall has been left 
rather clear to allow for large window area. 
Equipment has been placed to allow for access 
to each unit without interference or crowding. 
The files pull forward without crowding or ob- 
struction of the passage to the storage space. The 
storage space is open shelving, which has been 
proved most economical of floor space. The shelf 
arrangement was reckoned mathematically and 
the arrangement here provides maximum capac- 
ity. Shelves extend from floor to ceiling, 10 to 12 
shelves high. The space includes a niche for a 
sturdy ladder. Sections of the shelving are meant 
to be reserved for office supplies and for stacking 
trays of charts not ready for filing. 


Storage Area 


The storage area is separated from the record 
room proper by a panel partition only, which 
saves floor space and provides wall space in the 
working area, as well as a screen to conceal the 
open shelves from general view. The shelves have 
wide labels for large numerals so the location of 
a chart near the ceiling can be “spotted” easily. 
The storage room is to contain the sum total of 
charts for the last ten years. Records prior to 
that period are to be filmed and filed in the Re- 
cordak equipment placed in the working area for 
reference. 


Because of the very superior efficiency and 
economy of shelving, the filing cabinets are few, 
and mostly for cards. Any combination. of filing 
unit can be secured from well-known manufac- 
turers, and the suggested unit is one or two cor- 
respondence drawers on a six inch recessed base, 
topped by card files. Only the librarian who has 
hunted for the card of John Zygnes at the back of 
a drawer file resting on the floor can appreciate 
the wear and tear on temper, dignity, hosiery, 
and efficiency, such an unnecessary arrangement 
causes. 


The group agreed that a few correspondence 
size files were necessary for reports, special cor- 
respondence, and the incomplete charts of pri- 
vate physicians. The latter are kept out of sight 
because Dr. John Smith does not see why the 
librarian “picks” on him when Dr. Tom Brown 
has a stack of incomplete charts twice as high 
as his. 

Completion of Records 


In the intern hospital the time element and 
pressure from superior officers expedites the com- 
pletion of records. The work is done by a resi- 
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dent staff whenever time permits, sometime late 
in the evening. For this reason such charts 
should be instantly accessible and convenient to 
a work table. Custom built cubicles for each in- 
tern, against a wall over the work table, in the 
manner of cupboards over a work surface in a 
kitchen, are ideal. These are plainly labeled and 
the intern checked promptly when the cubicle 
contents increase. In the plan these tables and 
cubicles permit work undisturbed by traffic and 
filing operations. 


Because of the ceiling lighting advocated, a 
scientific, shadowless, glareless type, all work 
surfaces, regardless of position, are adequately 
and comfortably lighted. 


The single door to the hall helps regulate traffic. 
This door may be partly glass or a solid panel, 
kept open or closed, depending on the librarian, 
the conspicuous location of the record room, and 
the ventilation facilities. To have fresh air with- 
out drafts and papers blowing about, equipment 
is available in small units that fit into the window 
between sash and frame, or into small corners, 
taking up very little space. Some of these units 
circulate and moisten and filter the air. Others 
merely circulate air or stop drafts. Both central 
heat in winter and sultry days in summer cut 
down on the alertness of any clerical staff, and 
create antipathy for record work on the part 
of the medical staff. The unit.air conditioner is 
a solution to all these problems. 


Location of Record Room 


Next to light and air the noise factor is gener- 
ally important. Service courts are noisy places. 
Garbage cans and coal trucks bring with them 
smell, dust and sound effects to be avoided in lo- 
cating a record room. Moderate quiet is essen- 
tial for dictation, statistical work, and record 
work in general. 


Equipment 


A room where the typist must stop work while 
another uses the telephone, or where ordinary 
conversation interferes with dictation, needs a 
sound absorbing ceiling. Linoleum floors on a felt 
base stop the clatter of feet. Ball bearing instal- 
lation on all file drawers gives the worker smooth, 
quiet, “finger-tip’” control, and saves energy. 
Manufacturers of typewriters have created almost 
silent machines. Both metal and wooden desks 
now come with a new folding non-rattle, non- 
wobble typewriter shelf. Almost all of these have 
a composition top that is easily cleaned, smooth, 
glareless, quiet and durable. 


New models of these composition top desks have 
knee space extending through the desk with a 
partition half way. This gives the desk the neat 
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(1) Single door; (2) Recordax projector and work table; (3) Four filing cabinets; (4) Shelf area—one foot deep; (5) Niche 

for ladder; (6) Bookcase; (7) Visible file units; (8) Three-foot by five-foot double knee-hole desks; (9) Chairs for record 

librarians; (10) Chairs for dictating physicians; (11) Space for optional equipment, dictating machines, mimeograph, etc.; 
(12) Work table, two feet by eight feet; (13) Window area, radiators, ventilators, etc. 


appearance of a solid back desk, yet provides com- 
fortable knee space for both secretary and dictat- 
ing physician, making a handsome compact unit 
for dictation. purposes, without requiring the mov- 
ing about of chairs or the changing of positions. 
Incidentally, these desks come with concealed wir- 
ing for desk lamps or electric desk equipment. 


The floor plan shown allows for two double 
electric outlets on each wall. Today these are 
needed in the record room for much optional 
equipment—dictation machines, projectors, com- 
munication, systems, fans, ventilators, lamps, 
clocks, mimeograph machines, and even electric 
typewriters. Tomorrow will bring additional in- 
novations. This room is prepared for it. 


Visible File 


The visible file equipment was chosen for dis- 
ease indexing because it eliminates misfiling, pro- 
duces information instantly, and is manipulated 
with great ease. It need never be carried about to 
be used. The plan includes two units so the stand- 
ard nomenclature may be used. Cards should be 
light weight paper, and printed. Standard and 
Special forms are available. These index cards, 
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also, may be filmed every ten years. These visible 
file units are very compact. When set on a sturdy 
table-height stand, the space below can be used 
for various purposes. 


There is something inexorable about a rubber 
stamp impression. that often saves much trouble 
as well as time, establishes authenticity, and clari- 
fies communications. Folders and charts and 
ledgers clearly numbered with a small machine 
are filed faster and more accurately. The num- 
bering is done more quickly than by hand, is more 
legible, and the human weakness of transposing 
numbers is eliminated. The new spiral bound dis- 
charge and service analysis book is less expensive 
than any ledger, has infinite flexibility, and 
greatly simplifies statistical reports. It also pro- 
vides an excellent cross file of discharges. 


Not a part of the record room, but a valuable 
adjunct if record tasks so warrant, is a sub-station 
for medical secretaries who spend considerable 
time in surgery. A desk, typewriter, and telephone 
will make the worker available to everyone at all 
times, prevent the surgeon from putting off his 
dictation, and enable the secretary to fill in wait- 
ing periods with accomplished tasks. 








@ The egotist in hospital administration who is 
successful in all other respects may be impervious 
to the opinions of his colleagues for the moment, 
since he imagines that his better qualities will 
protect his reputation, but he is bound eventually 
to succumb to the influence exerted by the altru- 
ists of whom he expects continuous cooperation. 
* * * 

The “Petty Cash Account” probably had its 

origin in the social service department. 
* * * 

In our desire to have only educated women nurse 
the sick, we have stood up so straight that we are 
about to fall backwards. 

a 5 * 
If lessons must be learned during illness, the 
cost to the patient is bound to be heavy. 
E. M. Bluestone, M.D. 
* Ed * 
q@ A neat physical appearance speaks quite as 
effectively as a pleasing, welcoming, and modu- 
lated voice. 
* * * 

Clean and orderly desks, cabinets, and book- 
cases impress visitors and physicians with the 
dignity and responsibility of the office, and help 
to convey a sense of authority and responsibility. 
A slovenly office is bound to be imposed upon by 
physicians and the public because it expresses 
lack of backbone and intelligence on the part of 
office personnel. 

* * * 

The louder and longer a conversation, the less 

it contains and the fewer it will affect. 
* * * 

If you want to speed up, drive yourself by get- 
ting sufficient rest outside of working hours. An 
efficient, speed worker draws her ability from 
deep wells of physical and mental health. To suc- 
ceed you had better drive yourself because nobody 


else can or will successfully drive you. 
* * * 


Eating noises are very bad at the table but gum 
chewing and candy munching noises are abso- 
lutely inexcusable and the height of bad form in. 
the office. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


An accurate worker uses more nervous energy, 

but she does not have to do things twice. 
* * * 

If you are not thankful for criticism you are 
not growing. * Ok 

Mind your own business or someone else will 
be found who will mind it for you so that you can 
waste your time finding out all of the thrilling 
details of other people’s affairs. 

Philip Vollmer, Jr. 
* * * 
@ Cost Per Day vs. Length of Stay— 

Economy of professional service may lessen the 
hospital stay with desired end results by effective 
treatment. The type of service, personnel, and 
equipment offered to the physician and surgeon 
has a direct relation to the efficiency of clinical 
performance. The administrative staff must gear 
its service towards this planned economy in 
patient relationships. 


How do you measure professional productivity? 
What is the end result? What is the duration of 
the hospital stay? Increased expenditures for 
additional medical equipment may be justified de- 
spite depressions when measured in terms of de- 
creased patient days and better end results. One 
hospital gynecologist, for example, found that the 
purchase of an, additional high frequency machine 
and other physical therapy units, reduced the stay 
of certain patients from thirty days to approxi- 
mately fifteen days. Any hospital with a sizable 
gynecological service can easily absorb the cost 
of the additional equipment. Medical staffs should 
be encouraged to think in terms of planned 
economy. X-ray, laboratory, physical therapy de- 
partments are vital services. They should be 
evaluated in terms of the whole patients and not 
judged upon their individual budget. Labora- 
tories may not, as a unit, per se, be self sustaining 
yet be a patent factor in reducing other greater 
expenses in the care and treatment of the patient. 
Hospitals miss a fine opportunity in not publiciz- 
ing present costs in terms of additional scientific 
apparatus as compared to reduced death rates and 
length of hospital stays. 

Edgar C. Hayhow 
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Some Economies in Out-Patient Administration 





JOHN E. RANSOM 


favoring the operation of an out-patient 

department, was that it is economical. 
If a hospital operated an out-patient department, 
it could save many days of care on its wards for 
patients who might be worked-up in its dispen- 
sary, before entering the wards, and who might 
be returned to the out-patient department for 
after-care, as soon as they no longer needed to 
remain on the ward. This is negative economy. 
If this argument was used to show a hospital 
that it could save money by operating an out- 
patient department, it was fallacious. 


Or of the arguments we used to hear, 


A hospital cannot operate an out-patient de- 
partment for the single purpose of lessening the 
time patients will spend on the wards. That 
department will serve other patients as well, 
which service costs money. Then, too, as far 
as the actual expenditure of hospital funds is 
concerned, it makes little difference whether one 
patient occupies a particular bed for a month, or 
four different patients occupy it for one week 
each. No part of a hospital can be operated for 
the purpose of saving money. If the trustees 
want to save money, the best course for them to 
pursue is to sell the hospital and invest its funds 
in some enterprise that offers the probability of 
paying dividends in cash. Hospital dividends 
are paid in other values. 


Economy is a word that is often mis-defined. 
Webster says that it is “an orderly arrangement 
and management of the affairs of a community, 
estate or establishment, directly concerned with 
its management and productiveness.” Thus it 
Should not be confused with the saving or non- 
use of capital, but rather with its wise invest- 
ment and the productive use of the income de- 
rived from that capital. 


The capital of a hospital consists of its funds 
Invested in site, plant, and equipment and in pro- 
ductive securities; the service, actual and poten- 
tial, of its trustees, employed personnel, medical 
staff and volunteer workers functioning in a 
variety of capacities; and such community good 
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will as it may have acquired. How can such 
capital be wisely and profitably employed in the 
work of a hospital’s out-patient department? In 
the first place, the management of the hospital 
must thoroughly believe that the operation of 
its out-patient department is a significant and 
important part of its service to the community 
that supports it. Such a belief is much more 
widely held today than it was even a few years 
ago. 


The Development of Institutional Medical 
Service of the Ambulant Sick 


The history of the development of institutional 
medical service to the ambulant sick reveals some 
interesting facts, not generally known in hos- 
pital circles. The dispensary or out-patient de- 
partment developed chiefly, both in Egland and 
America, as a separate institution, rather than as 
a part of a hospital. 


Between the years 1770 and 1790, ten dispen- 
saries which have continued to exist down to the 
present time, were established in. the City of 
London. The inauguration of this type of service 
to the sick gave some concern to the supporters 
of London hospitals. John Howard voices this 
uneasiness, saying— 

“T shall beg leave to subjoin a few general 
remarks concerning defects in the London 
hospitals, premising, that I fear the public 
attention to them is much relaxed of late 
years, in consequence of the newer estab- 
lishment of dispensaries, which have multi- 
plied so as to injure the funds of the older 
institutions.” 


In 1850 there was 35 public dispensaries in 
London, which institutions in that year served 
140,860 patients. 


Polk’s “Medical and Surgical Register,” which 
was the precursor of the “Directory of the Amer- 
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ican Medical Association,” lists in its 1890 edi- 
tion, 182 dispensaries then in existence, which 
were separate institutions rather than the out- 
patient departments of hospitals. It gives the 
dates of the founding of 102 of these dispensaries. 
These dates fall into the following period group- 
ings— 
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The “Directory of the American Medical Asso- 
ciation” does not list dispensaries; consequently 
it is difficult to ascertain just how many of these 
institutions are now in existence. We do know, 
however, that many of them are no longer op- 
erated. 


Of these 132 dispensaries, known to have been 
in existence in 1890, 65 were in the state of New 
York, 54 of these in New York City and Brook- 
lyn. Pennsylvania had 16, of which 11 were in 
Philadelphia; Massachusetts 13, with 8 m Bos- 
ton; Illinois 12, with 10 in Chicago; and Maryland 
11, all in Baltimore. Ninety-four of the 132 were 
in five large cities. 


Of these 132 dispensaries, 22 were designated 
as providing limited services; 7 being for women 
and children. Twenty-one were connected with 
medical schools; 28 were under homeopathic con- 
trol; 11 were conducted by churches or other 
religious organizations. Some, like the venerable 
Bosten Dispensary of this city, are still rendering 
valuable service. However, the tendency has 
developed to provide service for the indigent, 
ambulant sick in the out-patient departments of 
hospitals instead of in dispensaries functioning 
independently, and separate from hospitals. 


Forces Leading to the Development of 
Out-Patient Services 


What are the forces that led to the establish- 
ment of these dispensaries? There were several, 
as their affiliations indicate. Probably the most 
potent factor was an economic one. Cities were 
rapidly growing in population. Though in the 
colonial period, American society may have been 
composed largely of self-reliant families and indi- 
viduals, with the growth of cities there developed 
large elements in their populations unable to take 
care of themselves when adversity came, partic- 
ularly when sickness came. Immigration brought 
many poor persons to America. These had a tend- 
ency to settle in the cities and added their quota 
to those who sought free medical service when 
they were sick. Another factor in the development 
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of out-patient facilities was the rise of many medi- 
cal schools which established hospitals and dispen- 
saries to provide clinical teaching facilities, 
Homeopathy had a prominent part in this. Later 
when many of these medical schools closed their 
doors and as Homeopathy tended to disappear, 
most of these auxiliary medical institutions passed 
out of existence. 


In 1858 there was published by the authority 
of the Eastern Dispensary of New York City, 
a pamphlet entitled—“Tables of Leading Statis- 
tics of the Five Dispensaries of New York for 
the years 1854, 1855, 1856 and 1857, with a 
History of the same and a General View of the 
System which the Dispensaries Form, Sanitary 
and Sanatory, Preventative and Curative, To- 
gether with Forty-seven Reasons why They De- 
serve and Should Receive the Support of the 
Public.” 


The author of this report presents some inter- 
esting statistics. He estimates the value of the 
service rendered the patients of these institutions 
as follows: Professional service to patients at 
50c cents per visit; medicines at 25 cents per 
prescription; vaccinations at 50 cents each. On 
this basis, the average annual value of the services 
rendered by these five institutions was $169,182. 
Subtracting from this sum the average expendi- 
tures of $19,400 and the average donations of 
$10,000, the average yearly saving to the public 
was $139,782. 


These five dispensaries, like those in England, 
cared for sick persons in their homes, if they 
were too ill to come to the institution. The report 
states— 


“Those too sick to leave their homes, are 
required to present their applications through 
a suitable messanger, when a special phy- 
sician with little delay waits upon them and 
continues to do so as long as they require 
his services.” 


This type of service, for which there is great 
need today, is with a few exceptions no longer 
considered a part of the function of a dispensary 
or hospital out-patient department. In some cities 
a limited amount of home medical service to the 
indigent sick is provided by the city government. 
In some places it is limited in quantity and is of 
questionable quality. 


Of the forty-seven reasons why dispensaries 
in 1898 were worthy of public support, some may 
be of sufficient interest to warrant your attention. 


“They are public institutions inasmuch as they 
serve public ends, but they are not public institu- 
tions in any sense which implies that the cost 
of their management and support is borne com- 
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pulsorily by the citizens at large; for much good 
as they do, and much of expense as they save the 
city, no sensible increase of taxation is a conse- 
quence thereof.” 

* * * 

“They are charitable institutions, but differ 
from most others inasmuch as they do good, as 
it were, by stealth; the recipients of their aid 
not being publicly known, and bearing about them 
no mark, save the very obscure one of poverty, 
to help in their designation; a mark honestly 
borne by many who never dream of soliciting 
dispensary assistance...” 

* * * 


“The managers of the several Dispensaries re- 
ceive no compensation for their services and 
sacrifices, except the reward of an approving con- 
science.” 

. + * * 

“The members of the medical profession who 
are necessarily connected with them receive no 
compensation for their services, except a small 
part of the number who give up their whole time, 
if need be, in the performance of their respec- 
tive duties; for instance, the Resident and Visit- 
ing Physicians, and the Apothecary who dispenses 
medicine in the office.” 


* % * 


“They labor under disadvantages in pecuniary 


_ matters, because their operations are carried on 


in comparative obscurity and quiet, few persons 
ever knowing anything about them, except those 
enlisted in their management or accidentally 
made acquainted with their objects. Where but 
few know of their claims and wants, but few can 
be expected to either acknowledge or respond 
to them. They accordingly are often sorely per- 
plexed to eke out their annual receipts, nothing 
being positive about their pecuniary affairs except 
their expenses.” The last three words are in 
italics. 


“Their affairs are managed with such scru- 
plous regard to economy that the average per 
capita expense of their patients was but 1614 
cents in 1854, and 179/10 cents in 1855.” 


* * * 


“Their patients number nearly 110,000 an- 
nually; that is, one-seventh of the whole popula- 
tion of the city, and one-half, it has been com- 
puted, of the city’s annual illness. Nearly 300 
hew patients apply daily and receive immediate 
attention or aid, and are registered upon their 
books.” 

* * * 

“So successfully was their treatment of disease 
directed in 1854, with reference to the whole 
number of patients treated, that but seventy- 
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eight hundredths of one per cent died, and with 
reference to that class of patients too sick to 
leave their homes for medical services, the per- 


” 


centage was four... 
* * Bo 
“Were there no dispensaries, and the destitute 
sick to be left free to throng Hospitals and Alms- 
Houses, and the expense of maintaining these 
institutions to remain the same as now, or ten 
dollars per capita, the cost would be fearful to 
the city, even if only one-fourth of the present 
number of dispensary sick were to obtain admis- 
sion. One-fifth is now too sick to leave their beds 
while under treatment, and that proportion would 
doubtless increase if the prompt and preventive 
system were abolished.” 
* * % 


“They are the most efficient co-adjutors of in- 
stitutions or individuals who labor to ameliorate 
the condition of the poor, all plans for their benefit 
being generally found to succeed better where 
the services of dispensary physicians may be 
availed of, and enjoyed. So fully is this fact 
admitted, and so connected are poverty and sick- 
ness found to be, that much good has already 
resulted from a consequent harmony and unity 
of action between the Dispensaries and other 
institutions having in* view the assistance and 
benefit of the poor.” 

* e 

“Every man, woman, and child in the commu- 
nity is their debtor, because through their aid 
they enjoy security from contagious diseases and 
the thousand evils, which but for them, would 
result from the constant presence of a large, 
neglected, destitute and diseased population in 
our midst.” 

* £"s 

“They remove the necessity for individual and 
independent effort in behalf of the sick poor, and 
the responsibility upon this point which would 
otherwise rest upon every citizen.” 


* * % 


“The generous cooperation which the medical 
profession affords in aid of Dispensary manage- 
ment, is in part repaid by the opportunity which 
the Dispensary affords to the physician to ob- 
serve and study disease as he can under no other 
circumstances. It is one of the best schools in 
which to do so, and to note the action of rem- 
edies, and he who graduates therein is best pro- 
vided to meet the emergencies of sickness. The 
most eminent and trusted physicians of our city 
are those who have labored the hardest and served 
the Dispensaries the best, and eminence and the 
need of public confidence will continue to be 
enjoyed by those who, displaying the like fidelity, 
are at present enrolled in their service.” 









“The Dispensaries do go beyond the bounds 
of the city by the care which they take of the 
migrating class of the sick poor, who do not, as 
a consequence, carry with them into the country, 
the characteristic diseases of the town, to the 
consternation of the inland citizen or villager. 


“The Dispensaries have a particular claim upon 
the state arising from the fact that many of the 
migratory population of this city repair to the 
country to do harvest work or farm labor, and 
from exposure to the weather, or from the inhala- 
tion of the miasm of marshes, etc., afterward 
return to the city and to the Dispensaries, sick 
with ague or fever, to undergo an expensive treat- 
ment for their cure. The farming interest of the 
state receives the benefit of their labor, and the 
Dispensaries bear the expense of their restoration 
to health; hence a strong claim of these institu- 
tions upon the state government, usually so cheer- 
fully discharged by an annual donation.” 


* * % 


“Dispensaries are invaluable institutions in this 
city, the center of an extensive and now increas- 
ing immigration, for the reason that a proportion 
of the strangers for a time at least, remain in the 
city, where they often undergo treatment for the 
diseases incident to life on shipboard, or acclima- 
tion, and thus constitute a very prominent class 
of dispensary patients, whose wants cannot bear 
delay, and whose diseases are often not of a kind 
to be safely trusted in a populous city.” 


* * % 


“The Dispensaries from their number and their 
conveniently distributed locations, afford an op- 
portunity for prompt surgical treatment to those 
who may be badly wounded accidentally, in man- 
ufactories, mechanics’ shops, ship yards, markets, 
etc., or those who may suffer from dislocations 
or fractures of limbs during the winter season, 
from the icy state of the streets, or from the 
casualties common to them during all seasons.” 

* * * 


“The Dispensaries preserve the poor from wast- 
ing their slender means in the purchase of adver- 
tised or patent medicines, substituting for these 
‘universal remedies,’ the best medical advice and 
the medicines best adapted to their complaints. 
Their poverty would otherwise expose them in 
a marked degree to the arts of nostrom venders, 
because their inability to employ a physician 
naturally renders them willing to avail themselves 
of anything which ever so delusively, holds out 
a prospect of relief from present sickness.” 


The Economies of Modern Out-Patient Service 


So much for the 1850’s. What are some of the 
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economies of modern out-patient practice? The 
scene has changed in large part. So far as general 
out-patient service is concerned, the greater part 
of it is provided by hospital out-patient depart- 
ments, rather than by isolated, independent dis- 
pensaries. There is this exception to the general 
trend, however. Certain public health movements, 
such as those having to do with tuberculosis, 
syphilis, and gonorrhea, and mental hygiene, have 
found in special dispensaries one of the most 
effective instruments in developing their pro- 
grams and making their services available. Why 
has this change come about? The answer is that 
as modern medicine has developed, as it has be- 
come to a degree mechanized and dependent on 
laboratories, x-ray machines, electrocardiographs, 
metabolism rate determiners, and the like, as 
well as on clinical ability to observe and draw 
conclusions, the institution that cannot provide 
these modern aids to diagnosis and treatment has 
become as out-moded as the old-fashioned doctor 
who used only his five senses and calomel. 


The hospital of today has developed from an 
institution in which the poor and the homeless 
obtained medical care, often at the peril of their 
lives, into a highly specialized, departmental work- 
shop, in which there is much less guess-work in 
diagnosis, and much better control in therapy. It 
becomes more and more difficult for a doctor to 
give his patient all the benefits and safeguards of 
modern medicine unless he treats him on the 
wards or in the out-patient clinics of a good hos- 
pital. In many cases, hospitalization on a ward 
is only an incident in a longer medical episode, be- 
ing usually preceded by, and frequently followed 
by, periods of care of an ambulatory nature. It is 
economical that one institution provide all the 
facilities for all this service. Hospitals as a rule 
become better institutions as they develop out- 
patient facilities. Without such facilities their 
service is limited to patients who need board, 
room, and nursing in addition to the service of a 
physician. 


The Out-Patient Department as an Integral 
Part of the Hospital 


It follows naturally that a hospital’s out-patient 
department is not something tucked under or 
tacked onto the rest of the institution, providing 
a second-rate service for poor relations, but an 
integral part of the institution, providing service 
of just as good quality as is obtainable in any 
other part of the hospital, and using all of its diag- 
nostic facilities by invitation or by natural right 
rather than with permission, grudgingly given. 
In a modern hospital with a properly organized 
out-patient department, the only patients for 
whom one might feel a bit sorry are the well-to-do, 
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who at present, are ineligible for the institution’s 
out-patient service. 


The hospital pays for everything it uses in its 
out-patient department ; quarters, equipment, sup- 
plies, and for the service of its employed person- 
nel. The one thing for which it does not pay is 
the professional service of its medical staff, and 
this is the thing of greatest value, the providing 
of which for its patients is its primary function. 
Everything else, quarters, equipment, supplies 
and auxiliary service of whatever kind, exist for 
the one purpose of helping make the service of 
the physician of maximum value in promoting and 
safeguarding the health and well-being of its 
patients. 


Conserving the Time, Skill, and Abilities of 
the Medical Staff 


Consequently, a well-administered hospital will 
see to it that the time, the skill and the abilities 
of its medical staff are conserved to the full. If 


generosity with reference to reasonable requests 
for additional equipment and for more and better 
auxiliary service, will promote such conservation, 
it will be generous. If an appointment system for 
patients will conserve staff time and meet staff 
requirements as to regularity of clinic attendance, 
it will have an appointment system. If staff service 
should be rewarded by providing facilities for 
study and research, it will make such provision. 
In general, it will do everything it can to maintain 
a staff that is efficient and loyal; that is, every- 
thing that is compatible with its primary re- 
sponsibility to its patients and the community. We 
refer again to Webster’s definition, which liberally 
interpreted is that economy in the operation of a 
hospital’s out-patient department is the orderly 
administration of its affairs directly concerned 
with its management and productiveness. The ap- 
plication of those policies and methods which con- 
tribute most to efficient management and maxi- 
mum productiveness represent true economy in 
the administration of an out-patient department. 





Electro-Conductive Rubber 


In the program for the elimination of static 
electricity hazards in operating rooms, the newly 
devised “conductive rubber” bids fair to play a 
major role. 


The manufacturers are already offering it as a 
flooring for tires, for wheels and casters, for 
molded products such as crutch and chair tips, for 
tubing, and even for rubber gloves and shoe soles. 
In fact, one shoe manufacturer is already pre- 
pared to furnish shoes in any conventional pat- 
tern, but with electrically conductive soles, and 
one caster manufacturer is prepared to furnish 
casters in any standard pattern, but with elec- 
trically conductive rubber tires. 


The substance used for rendering the rubber 
conductive is black and to date it has not been 
possible to secure a combination which would give 
a product any color except black. Also, the sub- 
stance used by some manufacturers is closely 
related to the graphite used in lead pencils and 
therefore has a distinct tendency to mask any ob- 
ject coming in contact. with it. Another possible 
defect is that in some cases, at least, the additional 
constituent has a tendency to decrease the resil- 
iency and the elasticity of the rubber. This may 
not be classed as a defect in cases where these 
characteristics are not of mayor importance. 
Whatever characteristics may have been lost, 
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there seem to have been gains in other directions 
as one manufacturer reports that the electrically 
conductive rubber shoes very much increase re- 
sistance to the oxidation which is one of the prin- 
cipal drawbacks to the durability of rubber. 


It should also be noted that there are widely 
varying degrees of conductivity in the products 
of different manufacturers. In some cases the 
conductivity is very low, and therefore of little 
advantage, in other cases, the formula is suffi- 
ciently elastic to permit adjustment to almost any 
degree of conductivity desired. One experimenter 
has even replaced the ignition wires on his auto- 
mobile with cords of conductive rubber and claims 
to have experienced no difficulty with the sub- 
stitution. 


There is as yet some disparity in price between 
the conductive and the ordinary resistant rubber, 
but since the conductive rubber is so new as not 
to have yet been put into quantity production it is 
probable that the increased use will result in the 
virtual disappearance of this disparity. 


Texas Hospital Association 


The meeting place of the Texas Hospital Asso- 
ciation scheduled for February 27-March 1, 1941, 
has been changed from Galveston, Texas, to 
Adolphus Hotel, Dallas. 





Price Trends of Hospital Commodities 
McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


to our future’ economy, and everything de- 

pends on what happens during the next few 
weeks. To date, England has successfully re- 
sisted invasion, and the high morale remains un- 
broken. Germany realizes full well that England 
must be crushed now or perhaps never, because 
by mid-October weather conditions will come to 
the rescue of the British Isles. Climatic condi- 
tions will automatically curtail the air blitzkrieg 
during the fall and winter period, and this respite 
would afford an opportunity to strengthen British 
equipment, and with our ever-increasing aid, the 
scales by next spring would not only balance but 
favor the English cause. The point simply is 
that a war crisis is at hand, and every day 
strengthens the prospect of an ultimate English 
victory. 

Such a prospect has a profound effect upon 
business activity in this country because despite 
the war uncertainties and the adverse possibil- 
ities, the basic fact remains that a strong funda- 
mental foundation exists in this country which, 
in the event of a prolonged war, practically as- 
sures a continuation of a high rate of industrial 
activity for an indefinite period. 


l is quite apparent that the war holds the key 


It is interesting at this time to check up briefly 
and note the bullish forces that are at work today: 


1 Business since last May has experienced 
a natural rebound which is not at all surpris- 
ing in view of the severe contraction during 
the opening four months of this year which 
completely wiped out the boomlet of late 1939. 
Today business is holding well above normal. 


2 Germany has not invaded England, and 
until that actually takes place, prospects will 
favor a prolonged war. 


3 The National Defense Program has ma- 
terialized with unbelievable rapidity, and this 
colossal plan involves fifteen billions of dol- 
lars which will be liquidated in the short 
space of a few years. 


4 Achange in political trends is quite con- 
spicuous. Today tide favors the election of 
Willkie for President. Such a development 
would prove at least moderately encouraging 
to capital which for all practical purposes has 
remained dormant for nearly a decade. 


5 The definite proposals to cement the eco- 
nomic relationship between the United States 
and the twenty-one countries in the Southern 
Hemisphere carry considerable weight, as it 
is an opening for a broadening international 
trade. 


6 The outstanding revival in the produc- 
tion of capital goods has rapidly absorbed 
unemployed labor, and the great army of idle 
workers is diminishing. It is well worth while 
keeping in mind the ultimate effect of the 
War Department’s plan for a larger land and 
air force totaling 1,300,000 enlisted men. At 
the present time the real enlisted strength of 
the regular army and national guard approxi- 
mates but 500,000 men. A shortage of skilled 
labor is fast developing. 


7 Our export trade has held on a rela- 
tively high plane despite the loss of Central 
European markets. England alone has pur- 
chased around two billion dollars’ worth of 
American goods since the war broke out. For 
the first seven months of this year the trade 
balance amounted to $858,750,000, which is 
quite a contrast to $382,274,000 chronicled a 
year earlier. 


8 Building activity, normally an excellent 
barometer, after a temporary setback follow- 
ing the declaration of war, is again forging 
ahead at a rapid pace. In July the volume 
was the highest for any month in ten years. 
This upswing is not a mere flash in the pan, 
but represents another step upward toward a 
volume more in alignment with the average 
compiled during the ten-year period prior to 
1929. 


9 The cost of living has held on a stable 
basis over a period of months, clearly indi- 
cating that business expansion has not cre- 
ated disorder in economic relations. 


10 Our aggregate productive capacity is 
not as great as is generally assumed. Re- 
member that for nearly a decade actual ex- 
penditures for industrial space and machinery 
have held at low ebb. Capacity which existed 
at the peak of 1929 has not been maintained. 
Furthermore, little allowance has been made 
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McGILL MONTHLY PRICE INDEX FOR HOSPITALS 
1926 = 100 


Sept. Sept. Sept. Sept. Sept. Sept. Sept. Sept. Jan. 
19383 19384 1935 1936 1937 1938 1939 1940 
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for population growth. Briefly, however, our 
productive capacity is not unlimited. 


The above forces form a nucleus that supports 
a well-maintained rate of business activity, at 
least through the balance of 1940 and well into 
1941. Whether or not an extensive boom ma- 
terializes is still contingent upon the war crisis 
which is now at hand. If England makes the 
grade over the next few weeks, confidence will be 
restored on a major scale. This development 
would not be a signal for any slowing up in our 
own rearmament race. However, another wave 
of uncertainty is bound to accompany the forth- 
coming Presidential election in November. A re- 
election of the Democratic party would be a blow 
to private capital, but it would not result in any 
extensive let-down in business activity. After 
the election, the possible combination of continued 
war, a Republican administration, and the stim- 
ulus created by Government spending for rearma- 
ment would unquestionably force business activ- 
ity to new all-time records. However, the failure 
of any one of the above three forces to develop 
would, of course, tend to limit the prospects of 
extensive economic betterment. The point that 
we are endeavoring to make is that, fundamen- 
tally, the outlook for business is extremely good, 
but there is no way of avoiding the great uncer- 
tainties which will remain in the spotlight until 
the war is over. 


All Commodities 


The Composite Index of All Commodities has 
strengthened during the past month, yet in the 
final analysis changes have been confined to rela- 
tively narrow limits. A survey fails to reveal 
a-basis for any radical change during the im- 
mediate future, but it stands to reason that based 
on the assumption that the war will not end 
abruptly and that with the passing of time sup- 
ply-to-demand ratios will strengthen, reflecting 
new peaks in consumption, prices will head up- 
Ward in at least a moderate manner. 
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Drugs and Chemicals 


The price level of narcotics, iodine, salycilates, 
bromides, bismuth subnotrates, and bismuth sub- 
carbonates held steady, but the index declined re- 
flecting further weakness in the price level of 
mercury. The quicksilver market has been under 
pressure for a period of weeks. However, in view 


.of the increase in domestic production and the 


licensing of exports, prices still appear too high 
for investment purchasing. 


Paper Products 


Considerable uncertainty is in evidence due to 
the fact that the high rate of production over a 
period of months has not moved as rapidly into 
consuming channels as was contemplated. How- 
ever, fundamentally, there is no basis for antici- 
pating any radical developments. Producing costs 
have stabilized as pulp prices are no longer headed 
upward. Consumption is bound to pick up dur- 
ing the early fall period and exports will con- 
tinue on a high and expanding plane until the war 
is over. Severe price cutting is not in prospect, 
but the market will be subject to some pressure 
during the immediate future. There is no longer 
any incentive to purchase aggressively for for- 
ward consuming needs. 


Cotton Goods 


A renewal of a buying wave, paced by the in- 
fluence of the National Defense Program has re- 
sulted in a moderate mark-up in the Index of Cot- 
ton Goods. The Government crop report in Sep- 
tember placed cotton production for 1940 at 
12,772,000 bales—an increase of more than 1,300,- 
000 bales over the August estimate. In view of 
the large supply in this country and the unfavor- 
able outlook for exports, it appears improbable 
that there will be a major price advance during 
the next six months. However, in the case of 
cotton goods, prices have ruled on a deflated basis, 
extremely close to the cost of production. New 
peaks in consumption are ahead supported by not 
only Government buying for National Defense 
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purposes but by a higher level of consumer pur- 
chasing power which will tend to stimulate the 
per capita consumption of textiles in general. 


Fuels 


The price level of fuels is moderately lower than 
was the case a month ago, reflecting principally 
price concessions in fuel oil. The high spots con- 
sist of the following: In bituminous, the mini- 
mum mine price set-up was again postponed and a 
series of postponements would not be at all sur- 
prising. Current spot quotations are holding at a 
level somewhat below the proposed minimum 
price. That stocks in consumers’ hands have been 
built up is well illustrated by noting that total 
stocks of coal held by consuming industries on 
August 1 amounted to 42,713,000 tons whereas 
on April 1 the total held was 34,348,000 tons. As 
regards fuel oil, price weakness has been general 
throughout the country since the spring period. 
Consumption is now on the eve of a broad increase 
along seasonal lines which will be accelerated by 
the prospective extended recovery in business ac- 
tivity. Stocks of gas oil and distillate fuels on 
August 24 were relatively heavy, totaling 43,931,- 
000 barrels as compared with 37,036,000 barrels 
a year earlier. From the standpoint of protection 
some thought should be given to purchases for 
seasonal account on subsequent concessions. 


Groceries 

The Index for Groceries reported little change 
during the month. Briefly reviewing, beans and 
cocoa advanced but price weakness featured cof- 
fee, corn, oil, flour, lard, and rice. There is a 
huge abundance of foodstuffs in this country and 
prices in many cases are badly depressed, holding 
extremely close to the level of producing costs. 
Instead of benefiting from an expanding foreign 
demand as in World War No. 1, the farmer has 
seen one market after another closed during the 
current conflict, bringing severe price declines. 
As a result there is a marked discrepancy in the 
purchasing power of the agricultural dollars as 
compared with the purchasing power of the in- 
dustrial dollar. Because of huge supplies and sea- 
sonal forces the price level of farm products will 
remain depressed during the near term. 


Meats 


The price level of dressed meats has reached a 
new high for the year. Choice carcasses of beef 
at Chicago in early September were 21c per pound 
which was the highest since 1937 and compares 
with 16.6c a year earlier. The price of fresh 
lamb and mutton was 19c at Chicago as compared 
with 16.8¢ a year earlier. Pork was also consider- 
ably higher than a year ago, being quoted at 
$23.50 per bbl. in early September as against 
$20.46 in September 1939. The truth of the mat- 
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ter is that the number of livestock on the farms 
is materially above the average of recent years, 
There is an abundance of feed at low price levels 
and every assurance of a rate of slaughter that 
will readily cope with consumer demand. Hovw- 
ever, the fact that economic conditions have im- 
proved and employment and purchasing power are 
on a higher scale have tended to support the 
higher price level for meats. The magnitude of 
the price rise goes far toward counteracting bull- 
ish forces. 
Dairy Products 

Prices advanced sharply during the past month 
under the leadership of eggs, butter, and cheese. 
This upswing is the beginning of a natural sea- 
sonal movement, and new peaks are ahead. Cold 
storage holdings of eggs on September 1 recorded 
a sizable increase over year-earlier figures and are 
also above the previous five-year September 1 av- 
erage. However, the long-term trend of output 
will be undoubtedly affected by an unfavorable 
feed-egg ratio which has brought about a mod- 
erate decline in the number of hens on the farms. 
Cold storage holdings of butter are currently be- 
low average. Consumer demand for all dairy 
products should register a substantial increase 
during the next six months. In addition to gov- 
ernment purchases for relief purposes, due con- 
sideration must be given to the increase in indus- 
trial activity which will automatically create a 
greater volume of public buying power. 


Miscellaneous 


Prices of fresh vegetables have been under sea- 
sonal pressure in recent weeks and there is little 
room for further important weakness. The gov- 
ernment September crop estimate recorded a sub- 
stantial increase in the volume of production of 
practically every item. The only bright spot in 
the situation is that improved consumer demand 
in early 1941 will offset to an appreciable degree 
the larger available supply. Prices of fresh fruits 
held steady and this is likewise true in the case 
of canned vegetables. Canned fruits, however, 
showed some disposition to increase, reflecting a 
mark-up in canned peaches. Generally speaking, 
no fireworks in commodity prices are anticipated 
during the near term. However, it is well to keep 
in mind that based on the assumption that war 
will not end abruptly and that with the passing 
of time supply-to-demand ratios will gradually 
strengthen reflecting new peaks in consumption, 
it stands to reason that prices will head upward 
in at least a moderate manner over the course of 
the next four to six months. Only a casual study 
clearly reveals that on a comparative basis com- 
modity prices are basically low, and hence there 
is no room available for important weakness from 
current deflated levels. 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service 
and the Council on Hospital Service Plans 


ter accommodations than they would have 

received if required to pay hospital bills 
from their own resources. An analysis of more 
than 200,000 hospital cases revealed that from 
30 per cent to 60 per cent of the subscribers in 
various plans elected to use better accommoda- 
tions than were provided in the ward or semi- 
private certificates. This tendency was most no- 
ticeable among plans offering ward-benefits only. 
Undoubtedly many ward-plan subscribers would 
have purchased semi-private accommodations at 
their own expense, yet others stated definitely 
that they would have been free or part-pay cases 
without the plan. A tabulation of 10,000 cases 
in one large plan offering only semi-private cer- 
tificates revealed that 30 per cent actually paid 
additional amounts for private accommodations, 
and 35 per cent would otherwise have entered 
the ward accommodations. The experiences of 
the plans vary in detail, but they are alike in 
general pattern. The prepayment principle often 
tips the balance in doubtful cases, providing the 
funds to enable the subscriber to pay his hospital 
bill in full rather than in part, to pay the attend- 
ing physician who would otherwise render free 
care, or to select a better type of hospital accom- 
modation at time of illness. 


fier aco plan subscribers tend to use bet- 


A special problem has risen during the past sev- 
eral years with respect to the enrollment of hospi- 
tal employees in the community-wide hospital 
plans. Asa general group, hospital-employee sub- 
scribers, particularly those who care for patients, 
tend to use from 25 per cent to 75 per cent more 
hospitalization than the general enrollment. This 
results, of course, from several factors, namely: 
the high percentage of women, the necessity for 
perfect physical condition during working hours, 
the accessibility of hospital facilities for treat- 
ment of minor ailments, and the general tendency 
of hospitals to give free or part-pay care to their 
employees. The fact that much hospitalization of 
Individual employees is determined by the hos- 
pital administration has led to consideration of 
methods by which it might be kept within rea- 


October, 1940 


sonable limits. The most common procedure is 
to require each hospital to reimburse the plan, 
directly or indirectly, for the amount by which 
the payments for that hospital’s employees ex- 
ceed the total subscriptions paid by them to the 
hospital service plan. The hospital employees 
are not penalized as to benefits receivable. 


An interesting experiment is the “cost-plus” 
arrangement by which the recently approved Hos- 
pital Savings Association of North Carolina serves 
as the administrative agent for groups of em- 
ployees for single enterprises. The employer en- 
rolls all his employees for hospital benefits, and 
makes an initial three-months payment at the 
regular subscription rate. Payments for hospital 
service to such employees are charged against this 
original deposit, and at three-months intervals 
the employer is asked to make additional pay- 
ments which will maintain the cash balance. The 
charges against the employer are equal to the hos- 
pital bills paid, plus 10 per cent of the ordinary 
subscription rate (6 cents per month) for each 
member-month of coverage for the subscribers. 
In circulating member months of coverage, atten- 
tion is given to the additions and cancellations 
through change of employment. At the present 
time approximately 26,000 persons are covered 
under this arrangement, most of them in large 
corporations and selected from low-income groups. 
It is significant that 11,000 of this 26,000 are 
Negro employees, whereas only $5000 of the 
102,000 regular subscribers of the plan are col- 
ored. 


Convention News 


The Commission on Hospital Service held a 
meeting at the time of the Boston Convention, 
September 14, 1940, at which time the following 
plans were given initial approval for the year 
1940: 


Hospital Service Association of Savannah, 
Savannah, Georgia 


Hospital Savings Association of North Caro- 
lina, Ine., Chapel Hill, North Carolina 
(state-wide) 





North Dakota Hospital Service Association, 
Fargo, North Dakota (state-wide) 


Portsmouth Hospital Service Association, 
Portsmouth, Ohio 


Group Hospital Service, Inc., Tulsa, Oklahoma 
(state-wide) 


Hospital Service Association of Roanoke, Ro- 
anoke, Virginia 


Huntington Hospital Service, Inc., Hunting- 
ton, West Virginia 


The American Hospital Association exercises 
no legal control over the various plans and the 
approval of plans is not a guarantee of perform- 
ance. The Commission on Hospital Service does, 
however, cooperate wherever possible with state 
regulatory bodies to protect the interest of the 
subscribers and the member hospitals. 


The original approval and issuance of approval 
certificates by the Commission on Hospital Serv- 
ice are based upon evidence that standards have 
been met as to non-profit organization, adminis- 
trative policies, hospital responsibility, working 
capital, community hospital and professional rep- 
resentation, freedom of choice, rates and benefits, 
payments to hospitals, accounting and statistical 
control, prospects of membership, enrollment reg- 
ulations and procedures. Approval includes per- 
mission to identify the plan by using the seal of 
the American Hospital Association superimposed 
upon a blue cross. 


Each approved plan is eligible for reapproval 
annually on the following conditions: (a) main- 
tenance of standards of organization and policy 
applied at time of original approval; (b) a sub- 
stantial number of enrolled subscribers having 
in mind the possibilities of the area served; (c) a 
period of successful operation with sound admin- 
istrative procedures usually not less than six 
months of enrollment activities; (d) financial 
status and operation which adequately protect the 


interests of subscribers and member hospitals. 
x * * 


Two new members have been appointed to the 
Council on Hospital Service Plans of the American 
Hospital Association for the coming year. The 
persons named to the Council are Peter Ward, 
M.D., St. Paul, Minnesota, and R. F. Cahalane, 


Boston, Massachusetts. 
* * 


Approximately ninety persons registered and 
attended the sessions of the conference of Hos- 
pital Service Plans which were held at the time 
of the annual Convention. Included among those 
present were the following: 


C. J. Anderson, Atlanta, Georgia 
W. N. Armstrong, Rockford, Illinois 
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George T. Bell, Jr., Wilkes-Barre, Pennsylvania 
James A. Berne, Cleveland, Ohio 

Walter P. Black, Portland, Maine 

Paul F. Bourscheidt, Peoria, Illinois 

R. C. Buerki, M.D., Madison, Wisconsin 
Curtis R. Burnett, Newark, New Jersey 

J. C. Butler, Syracuse, New York 

R. F. Cahalane, Boston, Massachusetts 

E. H.. Clapp, Providence, R. I. 

A. M. Calvin, St. Paul, Minnesota 

Glenn Clark, Chicago, Illinois 

Kenneth M. Coleburn, Norwalk, Connecticut 
M. Haskins Coleman, Jr., Richmond, Virginia 
J. D. Colman, Baltimore, Maryland 

Frank R. Coricin, Hartford, Connecticut 

E. B. Crawford, Chapel Hill, North Carolina 
Robert Cunningham, Chicago, Illinois 
Charles F. Dailey, New Haven, Connecticut 
Richard M. Dale, Wilkes-Barre, Pennsylvania 
Ralph W. Davies, Scranton, Pennsylvania 
Louis Degenhardt, Alton, Illinois 

F. A. Deniston, Chicago, Illinois 

A. W. Dent, New Orleans, Louisiana 

J. Albert Durgom, Newark, New Jersey 

Geo. W. Eutsler, Kingsport, Tennessee 
Edward R. Evans, Albany, New York 

L. D. Fowler; Cincinnati, Ohio 

A. M. Gibbon, St. Paul, Minnesota 

S. S. Goldwater, M.D., New York City 

Rt. Rev. Msgr. M. F. Griffin, Cleveland, Ohio 
Edward Groner, New Orleans, Louisiana 
John Hart, Charleston, West Virginia 
Frank P. Hammond, M.D., Chicago, Illinois 
Thomas Haynes, Knoxville, Tennessee 

R. E. Heerman, Los Angeles, California 

F. K. Helsby, Kansas City, Missouri 

E. J. Henryson, Washington, D. C. 

E. M. Herndon, Durham, North Carolina 
E. S. Hunt, Portland, Maine 

J. C. Hurst, New Haven, Connecticut 

Ralph W. Jordan, Columbus, Ohio 


M. A. Kelly, Cleveland, Ohio 


Paul Keller, M.D., New York City 

Peter Klein, Fargo, North Dakota 

Harry B. Kennedy, New Haven, Connecticut 
Earl Kammer, Cincinnati, Ohio 

J. D. Laux, Detroit, Michigan 

Paul J. Lynch, Lima, Ohio 

F. P. G. Lattner, Des Moines, Iowa 

E. P. Lichty, Des Moines, Iowa 

B. C. MacLean, M.D., Rochester, New York 
John R. Mannix, Detroit, Michigan 

Robert J. Marsh, Huntington, West Virginia 
H. V. Maybee, Wilmington, Delaware 

Ray F. McCarthy, St. Louis, Missouri 
Sherman D. Meech, Rochester, New York 

J. Lyman Melvin, Chapel Hill, North Carolina 
Carl M. Metzger, Buffalo, New York 

Ed S. Moore, Birmingham, Alabama. 

John A. McNamara, Cleveland, Ohio 

Wm S. McNary, Denver, Colorado 

E. F. Nester, St. Louis, Missouri 

J. Philo Nelson, San Francisco, California 
Maurice J. Norby, Chicago, Illinois 
Abraham Oseroff, Pittsburgh, Pennsylvania 
Richard O. Parker, Canton, Ohio 

Robert Parnall, New Haven, Connecticut 
Stewart H. Pflanz, New Haven, Connecticut 
Harold W. Potter, M.D., Newport News, Virginia 
John M. Ramsdell, New Haven, Connecticut 
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William Robson, New Haven, Connecticut 

H. E. Roush, Akron, Ohio 

L. T. Reed, Rochester, New York 

C. Rufus Rorem, Chicago, Illinois 

Stanley Saunders, Providence, Rhode Island 

Harry Sesan, New York City 

E. Gerry Smith, Cincinnati, Ohio 

H. C. Stephenson, Utica, New York 

G. Gordon Strong, Toledo, Ohio 

O. Russell Stuart, Wilkes-Barre, Pennsylvania 

Earl R. Sweet, Kansas City, Missouri 

G. Max Taylor, Dayton, Ohio 

Allen B. Thompson, New York City 

Frank Van Dyk, New York City 

E. A. van Steenwyk, Philadelphia, Pennsylvania 

Ralph G. Walker, Los Angeles, California 

Paul A. Webb, Portland, Maine 

L. R. Wheeler, Milwaukee, Wisconsin 

Edward R. Young, Portsmouth, Ohio 

* * * 

More than 200 hospital service plan executives, 
hospital superintendents and other guests at- 
tended the dinner meeting of the Hospital Service 
Plans on Tuesday evening, September 17, at the 
Parker House, Boston. The chief speaker was 
Nathaniel Leverone, chairman of the Board of 
the Automatic Canteen Corporation of America. 


Organization of Hospital Service Plans 


An important event during the meetings of the 
approved hospital service plans in Boston, Sep- 
tember 17 and 18, was the action of the Trustees 
of the American Hospital Association which au- 
thorized the Commission on Hospital Service “to 
enter into negotiations with authorized represen- 
tatives of plan boards with a view to the forma- 
tion of a national organization of plan boards in- 
terlocked with the American Hospital Association, 
the function of which organization shall be the 
further development of hospital service plans and 
related activities.” 


Following this appointment the membership of 
the Commission met with a special organization 
committee of the Conference of Hospital Service 
Plans which had been concerned with this prob- 
lem and which had made certain recommenda- 
tions to accomplish this general purpose. The 
Committee on Organization recommended “that 
the representatives of the approved plans cooper- 
ate wholeheartedly along these lines.” 


The Commission on Hospital Service will, in the 
near future, invite representatives of approved 
plans to a meeting to be held this autumn. It is 
understood that the present Research Program 
and Information Service will be carried on under 
the direction of the Administrative Board until 
January 31, 1941. It is the hope that the national 
organization of plans will expand and supplement 
the work of the Commission and Council of the 
American Hospital Association and that there 
Will, at all times, be maintained a close affiliation 
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with the American Hospital Association in its 
general and special activities. 


Milestones 


The first year of operation of the Hespital Serv- 
ice Corporation of Rhode Island, Stanley H. Saun- 
ders, executive director, was closed in August, 
1940, with an enrollment of 23,237 subscribers. 
The first subscriber to take advantage of mater- 
nity benefits, which were made available on Sep- 
tember 1, 1940, gave birth to twins on Septem- 
ber 3. 7. oe 

Associated Hospital Service, the Blue Cross 
Plan of Massachusetts, R. F. Cahalane, executive 
director, celebrated its third birthday at the time 
of the American Hospital Association annual con- 
vention in Boston, September 15 to 20, 1940. In 
its three years of existence, the Blue Cross Plan 
has become one of the five largest among sixty 
approved plans. 

* * ae 

Abraham Oseroff, secretary, Hospital Service 
Association of Pittsburgh, has announced that 
more than 5000 separate groups have been en- 
rolled for protection against unpredictable hospi- 
tal bills in the nonprofit hospital service plan. 
These groups comprise a highly diversified cross 
section of business, industrial, educational and 
civic organizations throughout the 27 counties of 
Western Pennsylvania. 


Miscellaneous 


The representatives and executives of the Mich- 
igan Hospital Service and the Michigan Medical 
Service met for a two-day conference on Septem- 
ber 6 and 7, 1940. Discussion centered around 
enrollment regulation and employer contacts, pres- 
entation methods and hospital and medical prob- 
lems. Speakers during the two-day session were 
John H. Begley, “Enrollment Regulations”; W. 
Harold Lichty, “Employer Contacts”; James R. 
Foster, “Presentation of the Hospital and Sur- 
gical Plan”; Michael L. Kamm, “Presentation of 
Hopsital and Medical Plan.” Carl I. Flath spoke 
on “The Plane of Service Plans in the Voluntary 
Hospital System,” and J. D. Laux, director of 
Michigan Medical Service, reviewed problems in 
connection with medical plans. Dr. Henry R. 
Carstens, president of Michigan Medical Service, 
and William J. Burns, executive secretary of Mich- 
igan State Medical Society, also participated. 


John R. Mannix, director of Michigan Hospital 
Service, coordinator of the program, stressed the 
need for vigorous effort on the part of all service 
plans during the next nine months, for, he said, 
“If nonprofit hospital service plans do not estab- 
lish themselves in the minds of employers and the 
public as the most satisfactory vehicle through 
which to budget for health care, they may be 
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seriously challenged by the pressure of commer- 
cial competition and the philosophy of socializa- 
tion. In this connection, there will be no excuse 
for failure of nonprofit plans if all shoulders are 
put to the wheel and the underlying principles of 
this movement are properly interpreted to em- 
ployers and the public with zeal and sincerity.” 
ok ok * 

The officers and staff of Hospital Plan, Inc., 
Utica, New York, Harold C. Stephenson, execu- 
tive director, were temporarily frightened when 
they received a bill for services to a subscriber 
from the Samaritano Hospital, Sao Paulo, Brazil, 
amounting to 218,000 reis. In American money, 
however, this amounted to only $11.23, which was 
paid by the Plan. 

* * % 

The first of a series of monthly “hospital let- 
ters” was sent to all hospitals affiliated with the 
Associated Hospital Service, Inc., Milwaukee, Wis- 
consin. These letters will include membership 
data, names of newly affiliated hospitals, and any 
information which might be of interest to the 
hospitals, of which there are now 31 affiliated with 
the hospital service plan. 

* * * 

Michigan Society for Group Hospitalization, the 
voluntary, nonprofit hospital service plan spon- 
sored by the hospitals of Michigan, has received 
approval from state officials to change its name 
to Michigan Hospital Service. This announce- 
ment was made by John R. Mannix, executive di- 
rector. Ee 

An article entitled “Cooperative Health Services 
in Manitoba,” describing the functions and activi- 
ties of the Manitoba Hospital Service Association, 
A. L. Crossin, executive director, appeared in the 
Labor Day Annual of the Winnipeg and District 
Trades and Labor Council. Grant McLeon, the 
author of the article, says: “Union men in recent 
years have had to concern themselves more and 
more with the problems of sickness in its eco- 
nomic aspects. Recognition has become general 
that an increased wage scale and improved work- 
ing conditions will not produce better living con- 
ditions so long as the bad wolf of sickness can 
destroy a family’s standard of living in short 
order. Concisely stated, 20 per cent of our fami- 
lies spend 20 per cent of their income for sickness 
bills each year; and no one can know whether he 
will be amongst that unfortunate 20 per cent dur- 
ing any one year...” 

Personnel 

Group Hospital Service, Inc., Wilmington, Dela- 
ware, H. V. Maybee, managing director, has ap- 
pointed Alonzo H. Alcott as field representative, 


covering the Kent and Sussex County area in 
lower Delaware. 
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The Hospital Service Association of Summit 
County, Akron, Ohio, Harold E. Roush, director, 
has recently placed Leslie O. Fonkalsrud in charge 
of enrollment in Mansfield and Richard D. Mils 
in charge of enrollment in Wooster. The partici- 
pating institutions in these areas are the Mans. 
field General Hospital in Mansfield, and the Woos- 
ter City Hospital, the Beeson Hospital, and the 
Kinney Memorial Hospital in Wooster. 


Regulations and Procedures 


The following report, which has been approved 
by the Board of Directors and the Commissioner 
of Insurance, has been released by Associated 
Hospital Service Corporation of Massachusetts 
concerning hospital service plan protection for 
refugees, war orphans, and other homeless chil- 
dren: 


“At the annual rate of $6.00 per child, en- 
rollment on a direct payment basis will be 
acceptable to the Blue Cross for all children 
who have been deprived of a normal home 
because of any act of God, war, or public 
disaster. 


“This $6.00 rate per annum will be payable 
in advance and the effective date of all such 
contracts is to be on the first of any month. 
Any child so enrolled will only be accepted 
within sixty days of the date of receipt of 
the child into a Massachusetts family, child- 
caring or foster home, or if accompanied by 


a certificate of health.” 
* * * 


New Participating Hospitals 

The Peru Hospital of Peru, Illinois, has become 
a participating member of the Central [Illinois 
Hospital Service Association. 

* * * 

St. Agnes Hospital of Fond du Lac, Wisconsin, 
is now a participating institution of Associated 
Hospital Service, Inc., L. R. Wheeler, executive 
director. 

% * * 

The Julia Rackley Perry Memorial Hospital, 
Princeton, Illinois, is now a participating member 
of the Central Illinois Hospital Service Associa- 


tion, Paul F. Bourscheidt, executive director. 
* * * 


With the recent addition of St. Francis Hospital 
to the Hospital Care program, the number of 
hospitals now participating in the activities of 
Hospital Care Corporation, L. D. Fowler, execu- 


tive vice-president, has increased to 14. 
* * * 


The Jane Brown Hospital of Providence has re- 
cently signed a member-hospital contract with 
the Hospital Service Corporation of Rhode Island, 
Stanley H. Saunders, executive director. 
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Basic Principles of Public Relations 


ARNOLD F. EMCH, A.M., Ph.D. 


hospital field, as indicated by the increasing 

number of papers and discussions on the 
subject, suggests that there is among hospital ex- 
ecutives a growing recognition of the importance 
of public relations. This recognition, in turn, sug- 
gests that hospital executives are coming to re- 
gard public relations as an effective device in 
fulfilling some need or effecting some purpose in 
the hospital field. This brings us to our first major 
consideration, that the importance of public 
relations to hospitals should be gauged in terms 
of what the hospitals need in order to provide 
adequate service to the community. 


Te recent emphasis on public relations in the 


Importance of Public Relations to Hospitals 


The problem of properly meeting the commu- 
nity’s health and hospital needs is exceedingly 
complex, involving as it does, ramifications into 
social, professional, technical and economic fields. 
Briefly the problem may be said to involve consid- 
erations of (1) the need of the community for hos- 
pital service, (2) the needs of hospitals in provid- 
ing adequate community hospital service, and (3) 
the need of a relationship between hospitals and 
community whereby there is established a re- 
sponse sufficient to fulfill the requirements of both 
the community and the hospitals. From the 
standpoint of public relations these three consid- 
erations are inexorably bound together, for in 
order to establish a relationship between hospi- 
tals and a community such that the requirements 
of both are properly fulfilled, it is obviously nec- 
essary to determine the needs of the hospitals in 
providing adequate service to the community, 
and in order to determine the needs of the hos- 
pitals in this particular, it is necessary, in turn, 
to know the needs of the community for such hos- 
pital service. Hospital public relations is thus 
grounded in the solid social foundation of a re- 
Ciprocal relationship, involving, on the one hand, 
the needs of the community, and, on the other, 
the objectives of the hospitals. 


If hospitals were already in possession of every 
facility and service required to maintain standards 
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of excellence, and if they were rendering care in 
such manner as to leave absolutely nothing want- 
ing—financially, professionally, or otherwise, then 
public relations would have little or no importance 
in the hospital field. But this is, of course, not 
generally the case. Hospitals are for the most 
part seriously in need of all kinds of material 
assistance in order to maintain and further de- 
velop their services along the professional, social, 
and physical lines recommended by the various 
accrediting agencies and: associations. Only re- 
cently, Dr. G. Harvey Agnew, in his presidential 
address to the American Hospital Association, 
pointed out that “the problem facing the volun- 
tary hospital today is that of continuing to meet 
the community needs with the resources availa- 
ble.” This task is becoming increasingly difficult 
for, as he points out, “Costs are steadily rising 
despite an efficiency in administration and in 
purchasing far above that of a generation ago. 
Costs will continue to rise as both diagnosis and 
treatment become more complex and require more 
costly equipment, and as wages rise and hours 
are reduced. ... A steadily larger percentage 
of our people have nothing in reserve for illness 
and become a charge upon the hospital and the 
community. Capital expenditure is becoming more 
a problem, partly because of increased costs and 
higher standards of equipment and partly because 
of the difficulty of obtaining adequate contribu- 
tions.” ; 


It is now generally recognized among hospital 
executives that if these mounting costs are to be 
met, there is need for recognition by the public 
of the history, functions, services and accomplish- 
ments of voluntary hospitals; and need for clear- 
cut and wholehearted acceptance of the funda- 
mental principles underlying voluntary hospital 
service; these combining to create an integrated, 
active, and generous response that will bring to 
hospitals the protection and support necessary 
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to insure their continued existence and develop- 
ment. Without such recognition and acceptance, 
leading to response, any talk of public relations 
would be pointless and academic; with it, however, 
public relations can become one of the most im- 
portant and significant disciplines in the entire 
field of hospital activities. 


To repeat, if public relations is seen as the es- 
sential instrument in the development of public 
response to voluntary hospitals, and if voluntary 
hospitals are to rely on this response for their 
continued existence, then public relations .must 
be regarded as indispensable to the preservation 
and development of the voluntary hospital move- 
ment. So conceived, the cultivation of public rela- 
tions becomes an essential hospital activity, and 
it behooves us to study and employ its principles 
and techniques with the greatest of care. 


General Misconception of Public Relations 


Few subjects in the hospital field are today more 
often talked about or more often written about 
than public relations; yet I venture to say that, 
with all this talking and writing, public relations 
is probably less understood, if not actually more 
misunderstood, than any other aspect of the hos- 
pital field. Almost all of the literature and discus- 
sion on this subject revolves around the detailed 
mechanics of its media, that is, how to prepare 
such material as press copy, radio script, house 
organs, annual reports, motion pictures and post- 
ers; little is said about what is to go into such 
media, and why; and next to nothing appears re- 
garding the principles of communication govern- 
ing human understanding and conduct—the basic 
principles of public relations. Obviously a certain 
amount of technical information concerning the 
mechanics of public presentation will be found 
useful, but it is a fundamental and costly error 
to suppose that such technical details constitute a 
program of public relations. 


This misconception of public relations—its re- 
duction to the purely mechanical arts of its media, 
for example, press agentry—is responsible for 
much activitv which is not only ineffectual but 
conducive to a delusion—a false belief that some- 
thing effective is being done to “win friends and 
to influence people.” In the appropriate words 
of Aldous Huxley, with this type of practice, we 
only “delude ourselves with the illusion of action.” 


Perhaps the most common of these ineffectual 
practices is the organization of a “public relations 
program” (so-called), without a clearly defined 
and comprehensive objective. This invariably re- 
sults in chaos and stagnation. A public relations 
program must be geared to a program of insti- 
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tutional development, and this, in turn, can be 
set up only when a thorough analysis of the situa- 
tion has been made, involving an objective deter- 
mination of the hospital’s need or needs, present 
and future; the justification for the appeal; the 
money or other objectives sought, and the reason- 
ableness thereof; the sources of possible response; 
and the type, extent and cost of the public rela- 
tions program itself. 


Another prevailing ineffectual practice in so- 
called “public relations” is that of engaging in 
temporary or sporadic publicity, with no continu- 
ity, direction, or permanence. This type of misbe- 
gotten activity violates whatever “rules” there are 
in the field and contributes nothing of value to the 
hospital. Publicity must take its place in an or- 
derly, long-range program of development con- 
sistent with the facts relating to the institution 
and the community which it serves. In other 
words, publicity, like other aspects, must be part 
of a one-two-five or more-year plan which once 
projected and adopted must be followed out in 
every particular. 


Still another ineffectual practice in public rela- 
tions is the attempt to plan, organize, and direct 
such a program without competent or professional 
assistance. It is a mistake to assume that some 
broken-down newspaper reporter, or just anybody 
that can “write,” hired for a nominal sum to whip 
together a brochure or two or get a few columns 
of print in the local newspaper—will presto! make 
a successful public relations program. Rarely will 
this happen! The problems involved in public 
relations are, as we shall see, of a complex order, 
requiring many capacities and skills. Further, it is 
my conviction that public relations is today the 
number one problem in the hospital field. It should 
therefore be the task of persons of corresponding 
rank and ability. 


Definition of Public Relations 


Now if public relations is to be regarded as a 
discipline of such cardinal importance, then, as 
I have said, it behooves us to study its essential 
aspects in some detail. Let us first define public 


relations. Public Relations is the technique of 
developing human response for some definite pur- 
pose. Although this definition may appear simple 
and self-evident to you, it is nevertheless neces- 
sary to our purpose to examine further the mean- 
ing of some of the words and phrases employed. 


First, it is important to note that the term 
“oublic relations,” although containing the word 
“public,” is defined not as the technique of de- 
veloping “public” response but as the technique 
of developing “human” response. Although this 
may at first seem a trivial distinction without 
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particular significance, you will see that this is 
not entirely the case. A public is at least two per- 
sons, usually more, taken as a whole. It is never 
just one person; one is an individual. This precise 
distinction between a public and an individual is 
of importance in that public relations deals not 
simply with groups or classes of people, taken as 
a whole, but also with individuals as individuals. 
Therefore the implied distinction between “public 
response” and “human response”’ in our definition. 


“Personalizing” Public Relations 


Public relations would in fact be most effective 
if it could in every instance be reduced to personal 
or private relations, that is, treating every mem- 
ber of a group as a separate and distinct indi- 
vidual. The difficulty with this “personalizing” or 
“indivdualizing” of public relations is that the 
time, effort, and expense required for such an ideal 
program would be practically prohibitive. We can 
however state as a regular principle of action that 
a public relations program should be so planned 
and executed as to approach individual or private 
relations as much as possible. This aspect of the 
problem will be presented in greater detail later 
in our discussion, in which we shall see that effec- 
tive public relations is based on the skillful use 
and application of principles governing individual 
understanding and conduct. 


It is, of course, not always necessary to regard 
each member of a group or class as an individual. 
The members of a well-defined and homogeneous 
public may have certain essental knowledges, ex- 
periences, hopes, aspirations and reactions in 
common—which fact will prove extremely valu- 
able and useful in a public relations program. 
It is therefore important to classify constituencies 
into various groups according to common inter- 
ests, knowledge, experiences and intellectual and 
emotional reaction types. The more we get away 
from such groupings, that is, the more heterogene- 
ous the public to whom we address our message, 
the more difficult will be our task in public rela- 
tions and the less likely will be our chances of 
success. 


Next it is important to note in our definition the 
phrase “for some definite purpose.” Without such 
a definite purpose projected the development of 
human response is aimless and blind—and a public 
relations program should never be aimless or 
blind. Public relations must always be purposive. 
It must: have definite goals to achieve. It must 
have a point. In the vernacular, public relations 
ultimately always “has an axe to grind.” 


Now what are the purposes for which public 
relations is designed to develop human response? 
You will recall that I enumerated three basic 
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considerations in gauging the magnitude of the 
problem: (1) the need of the community for hos- 
pital service, (2) the needs of the hospitals arising 
in the providing of adequate community hospital 
service, and (3) the need of a relationship between 
hospitals and community whereby there is estab- 
lished a reciprocal response sufficient to fulfill 
the requirements of both the community and the 
hospitals. The ultimate purpose of public rela- 
tions for the hospital is to enable it to satisfy the 
needs of the community. Thus, satisfying the 
needs of the hospitals is secondary to providing 
for the hospitalization requirements of the com- 
munity. These hospital needs constitute the 
purposes with which public relations programs 
are usually identified, for example, the raising of 
funds for a new building, for more beds or thera- 
peutic equipment or services, for the retirement of 
capital indebtedness, or for research projects. 
These and many more projects of varying magni- 
tude and importance represent the specific end 
results required by a particular institution or 
organization in meeting the needs of the com- 
munity. 


Reciprocal Relation Between Hospital and 
Community 


The most important problem, in which we are 
immediately interested, however, is the third type 
of need aforementioned, having to do with the 
reciprocal relationship between the hospital and 
the community whereby the latter will respond 
to the needs which the hospital faces in providing 
adequate service to the community. It is this con- 
sideration of community response in relationship 
to hospital needs which, in terms of our previous 
discussion, brings us to the basic element in our 
definition of public relations, that is, the concep- 
tion of “human response.” 


Developing human response is primarily a psy- 
chological problem, involving considerations of 
(1) communication leading to understanding, (2) 
communication leading to acceptance, and (3) 
communication leading to favorable action. These 
three considerations are the essential factors in 
public relations seen as a technique for developing 
human response. Without a knowledge of these 
three aspects of human reaction and a skillful 
application of the techniques which obtain in the 
development of each in its turn, public relations 
can lay little claim to anything more substantial 
than a superficial, not to say ineffectual, dilet- 
tantism. 


Although understanding, acceptance, and action 
are all properly forms of response, each with its 
own characteristics and techniques, they are of 
course interrelated, and may all be simultaneously 
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present. The measure of skill in public relations 
might be said to be the ability to secure all three 
types of reaction at the same time. But it is ex- 
ceedingly important to recognize that there may 
be understanding without acceptance; and that 
there may be acceptance without action. It is 
equally important to recognize that, contrariwise, 
there may be action without acceptance, and ac- 
ceptance, in turn, without understanding. In 
fact, as we shall later see, it is possible to have all 
or none or any combination of these three types 
of response. The job of public relations is to de- 
termine, develop, and control these reactions in a 
previously defined or delineated constituency, 
according to the needs and purposes determined 
in the preliminary survey. 


Now since communication leading to (1) under- 
standing, (2) acceptance, and (3) action is at the 
heart of the problem of public relations, it be- 
hooves us to consider each of these aspects sep- 
arately in order to apprehend the particular char- 
acteristics and techniques involved in communica- 
tion designed to achieve each of these purposes. 


Communication Leading to Understanding 
1 How to Make Our Ideas Clear 


For public relations, the problem of understand- 
ing, divorced from other considerations of re- 
sponse, such as acceptance or action, is the prob- 
lem of making our ideas clear. What we have to 
say must be put in such a way as to be easily and 
readily understandable. Although understandabil- 
ity is no guarantee that our remarks will be un- 
derstood, for often an inability to understand is 
due to a will not to understand, at least, when we 
have made ourselves understandable, that is, 
stated our meanings clearly, we shall have done a 
great deal toward making ourselves understood. 


There are certain objective methods which can 
be used in making our meanings clear. These we 
shall now consider. Briefly stated, these methods 
have to do with (1) the important or significant 
terms which are used in the presentation, (2) the 
propositions which go to make up the essential 
arguments of a case; and finally, (3) the structure 
of the argument itself, that is, whether the basic 
inferences which we draw are, in fact, valid. We 
shall now discuss each of these methods as they 
are to be put into practice. 


2 Coming to Terms 


It is a common practice to use words and 
phrases ambiguously, that is, in a vague way. We 
do not say exactly what we mean. Sometimes this 
is due to negligence; we have simply not been 
sufficiently careful in expressing the thought 
which it was our intention to convey. Sometimes, 
however, this is due to our own confusion con- 
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cerning the subject we wish to present. We our- 
selves have not thought the thing through, and 
therefore we do not know what we really do mean. 
Either of these careless practices is devastating to 
our own understanding of our subject. Regard- 
less of whether our prospect is going to accept 
or believe what we have to say (a problem which 
we shall consider subsequently), it is essential, 
first of all, that we make it possible for him to 
understand what it is we want him to believe, and 
to do this we must ourselves understand and pre- 
sent our message in its simplest, most elemental 
terms. This means that our prospect must be 
given the opportunity to come to terms with us, 
to understand our language and our meaning. 
Without this possibility of coming to terms, of 
meeting on common ground, the communication 
of meaning from one to another simply does not 
take place. 


A good way to give our prospect the oppor- 
tunity to come to terms with us is to select in 
advance the key words for our essential proposi- 
tions, and to use these same words as consistently, 
clearly, and unambiguously as possible throughout 
our presentation. Do not switch terms in the mid- 
dle of presentation. Such a practice will only in- 
troduce misunderstanding and confusion. Finally, 
we must be sure that the words we use are in 
common parlance and that the meanings we assign 
to them are neither unusual nor obsolete. We 
must be polite to our reader or our hearer; use 
his own language—the language we know he can 
understand. Communication designed to produce 
understanding does not mean dressing up an argu- 
ment in fancy terms; it means stripping it down 
for action in workaday clothes. 


3 What’s the Proposition? 


The next consideration has to do with the point 
we are trying to make; in other words, what’s the 
proposition? One writer has it that businessmen 
come to terms after they find out what the propo- 
sition is, but that the author’s or speaker’s audi- 
ence must come to terms with him before they 
had had a chance to find out what his message or 
proposition is. Therefore, as we have seen, it is 
a rule for communication leading to understand- 
ing to permit coming to terms through the use of 
simple, direct language. We can now formulate 
a second rule having to do with the proposition 
which is presented in these simple and direct 
terms. 


A proposition is made up of terms just as 4 
sentence is made up of words. The sentence is the 
language in and through which a proposition is 
expressed. Now what is the proposition we are 
trying to express in and through the sentence wé 
are using? Just as it is important that we express 
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our terms in words and phrases whose meanings 
are clear, distinct, and easily understandable, so 
it is important that we express our propositions 
in sentences that will convey the precise meanings 
of our thought. 


Some propositions in our argument or presen- 
tation obviously will be more important than 
others—they will carry the weight of our argu- 
ment. It is therefore essential that we single out 
these heavy-duty propositions and formulate them 
in simple, familiar language which will readily and 
adequately carry points essential to the argument. 
It should not be necessary for our prospect to 
hesitate and ponder over our sentences in order 
to determine what the proposition is—what it is 
we want him to know. Important propositions 
should stand out with a clarity as obvious as 
2+2—4. When our propositions have been so 
formulated and stated, the next matter for con- 
sideration is the structure of our argument, or 
the logic of it. 


4 The Logic of It 


We are, for the most part, not nearly as logical 
in ordinary discussion as we like to believe our- 
selves, and frequently we manage to carry our 
arguments without even a semblance of logical 
validity. But in a public relations program de- 
signed for understanding, no such haphazard, 
prima donna techniques can prevail. We must 
make sure that the inferences carrying us from 
one set of propositions to another are, in fact, 
valid; that is, that the structure of our argument 
will hold water. For, if in our presentation we 
arrive at a conclusion which in a public relations 
program carries with it an appeal for response 
or action, it is vital that this conclusion should 
have been arrived at through a process of reason- 
ing that is not only open and clear, but the results 
of which are unimpeachable. The whole weight of 
our conclusion rests on the validity of our reason- 
ing. If our reasoning is bad, that is, if it involves 
the drawing of inferences which are logically not 
warranted, and our prospect becomes aware of 
this fact, we shall not only lose his further inter- 
est, but we will have alienated him from our pur- 
pose. Such an outcome is not to be measured in 
terms even of an immediate negative reaction; 


its effects are cumulative. It is the quintessence 
of bad public relations. 


The way to avoid this kind of catastrophe is to 
construct a skeleton argument involving the im- 
portant propositions or points which we propose 
to make, and to review each connecting step with 
care and caution. Although there are many tech- 
nical books which describe the rules of inference, 
many of which can be helpful in this regard, I 
would suggest that instead of consulting books, 
we use our heads and good common sense. We 
must not violate our own sense of logical sequence. 
That is, after all, the basis of any practical logic. 


5 Three Rules for Making a Presentation 
Understandable 


Briefly, then, the problem of communication 
leading to understanding is to penetrate beneath 
the surface of language, so that our basic terms, 
our important propositions, and our vital argu- 
ments are clearly and simply expressed in lan- 
guage which is both familiar and unambiguous. 
It has been said that “‘so long as words, sentences, 
and paragraphs are opaque and unanalyzed, they 
are a barrier to, rather than a medium of, com- 
munication.” The rules for breaking down this 
barrier are briefly: (1) ‘Select and use important 
words and phrases with a view to clarity, familiar- 
ity, and unambiguousness—such that our prospect 
can come to terms with us; (2) formulate and 
use the most important sentences so that they will 
readily and adequately convey the propositions 
that go to make up the heart of our argument; 
and (3) construct the sequence of our argument 
so that our logic is obvious and unimpeachable. 


If these rules are skillfully applied, we still 
may not achieve understanding or acceptance in 
our prospect (that will depend upon subjective 
considerations in him), but at least we shall have 
built up a solid structure or skeleton upon which 
we can now hang all sorts of emotional appeals 
and attractive ornaments—the flesh and blood 
and clothing of our creation. 


This is the introduction and part one of a lec- 
ture presented at the Eighth Annual Institute for 
Hospital Administrators, Chicago, 1940. 
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Shifting the Emphasis From Departmental to 
Functional Organization of Medical Staff 


A Departure from a Commonly Accepted Pattern of Staff Organization for 
Medico-Administrative Purposes 


J. J. GOLUB, M.D. 


ganizational structure of the medical staffs 

of our hospitals. This is particularly evi- 
dent in the medico-administrative aspects of staff 
organization. In these aspects old hospitals main- 
tain today much the same pattern of organization 
they had a generation ago. Their ways are taken 
on by newly-created hospitals which repeat them 
without realizing the many professional and ad- 
ministrative difficulties they perpetuate. The 
form of staff organization carried over from the 
earlier day, suited to the hospital needs of the 
past, and contributing toward the growth and de- 
velopment of the hospitals is no longer fitted to 
the needs of the present. Today, new outer and 
inner forces influence the tasks of hospitals. 


C USTOM and precedent govern the present or- 


Outer Forces Influencing the Hospital 


In recent years, a shift has taken place in the 
forces which affect activities of the hospital. Its 
relations to the sick, to government, to philan- 
thropic support, to nursing education, to medical 
education, to the problems of the medical profes- 
sion have begun to undergo transformation. 


Throughout the nation, these relations are now 
being studied. Some are being sustained and ex- 
tended. Others, especially the relations between 
government and medical care, which involve the 
new governmental approach to medical care, are 
being opposed. The opponents hold that here gov- 
ernment is invading a field that should be left to 
voluntary activities. So far as the interests of 
medical men are involved, they are not confined 
to one side of any question, but divided among all. 
Their differences are intensified by sociologists, 
economists, and high government officials who 
show a mounting interest and activity in the func- 
tions of medicine. The influence makes itself un- 
mistakably felt. On many of these matters and 
on. other problems of medical and hospital eco- 
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nomics and policy, the interests of physicians are 
not always identical with those of hospitals. The 
points of divergence are disturbing. 


Then there is the influence arising out of the 
service requirements of group hospital insurance 
(already provided for semi-private patients and 
now under consideration for ward patients), and 
out of similar requirements of health insurance, 
should it come into existence on a voluntary or 
governmental basis. 


Another influence comes from the new ways in 
which the study and treatment of disease depend 
on advances in physiology, psychology, physics, 
pathology, bacteriology and chemistry. 


No small influence is exerted by the newer cri- 
teria of medical education, which place a greater 
responsibility on the hospital. It is now expected 
that the hospital increase its usefulness to the 
three major phases of medical education—begin- 
ning with the clinical aspects of the curriculum 
of the medical school, extending into the intern- 
ship, the residency, and the fellowship, and con- 
tinuing into postgraduate instruction, which has 
set for itself the commendable goal of maintaining 
the competence of practitioners (continuation 
study courses). 


Still other significant influences are the current 
requirements and standards of central medical 
bodies. Among them are: the prerequisites for 
certification in specialties by the examining 
boards; the standards set for hospitals by the 
American College of Surgeons; and the essentials 
in a hospital approved for training interns, resi- 
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dents and fellows as enunciated by the Council 


on Medical Education and Hospitals of the Amer- 


ican Medical Association. 


Such are some of the outer forces, themselves 
changing, imposing change on hospital activities 
and on staff physicians who are called upon to per- 
form them. 


Inner Forces Influencing the Hospital 


The ever-growing vastness and complexity of 
hospital organization and administration underlie 
most of the inner forces which affect the tasks of 
the hospital. Some influences arise out of the 
numerous highly technical features of hospital 
planning, construction and equipment which aim 
to provide future expansion, exposure to sun, 
accessibility, unity, flexibility, facility of oper- 
ation, economy of operation, and coordination 
of clinical services with laboratory, teaching 
and research facilities. Another influence is 
the widely used practice of group action 
within the hospital. In matters of diagnosis 


and treatment of hospital patients, there is 
noticed an increased appreciation of the value 
of mutual consultation among staff physicians 
and surgeons of the several specialties. Still 
another influence comes from the increasing va- 
riety of instruments of precision, pharmaceuticals 


and biological preparations as aids to diagnosis 
and treatment. Then there is the influence which 
is brought about by the mounting costs of hos- 
pital care. These influences are considerably ac- 
centuated by those hospital activities which, over 
a period of years, have become attuned to condi- 
tions of a social and economic world different 
from the one in which we live today. 


Influences Are Unmet 


Hospitals have not always recognized these in- 
fluences, nor have many hospital authorities and 
medical staff members taken the time to examine 
them. Many hospitals continue to be governed 
by habit and precedent. A good example is the 
retention of the present form of medical staff or- 
ganization which, as will be shown, does not serve 
as a Suitable platform for discussion and delibera- 
tion with the object of understanding the effects 
of these influences and the course the hospital is 
to take, and with the further object of contribut- 
ing toward the solution of problems of concern 
to the community physician. and hospital. 


Conference Committee Activities Are Wide and 
Thin 
Almost all hospitals have a conference commit- 


tee on medical matters, or perhaps they call it by 
another name. Its duties are to act as liaison 
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between the medical staff and the board of trus- 
tees, to concern itself with staff appointments, 
and presumably to engage in thinking through 
many of the problems referred to above. There 
is considerable doubt as to whether many con- 
ference committees actually do what they are sup- 
posed to do—study the important outer condi- 
tions which affect the hospital and medical staff, 
the current inner hospital problems, and make 
recommendations and initiate activities. The 
magnitude and intricacy of hospital organization 
and administration make it impossible for one 
committee, like the conference committee, to deal 
adequately with all matters that do or should 
come to it. Size and complexity call for a re-evalu- 
ation of the traditional efforts of the committee, 
and a determination whether it should be contin- 
ued, and if not, what should take its place. 


Departmental Supervision Unsatisfactory 


The customary departmental standing commit- 
tees of the medical staff of a hospital include, 
among others, a committee for each of the follow- 
ing departments: surgical operating rooms, radi- 
ology, laboratory, nursing, dietetics, pharmacy, 
physical therapy, and out-patient. These commit- 
tees confine their attention exclusively to their 
respective departments. This, of itself, would 
seem to inhibit their effectiveness. 


A hospital department may be physically sepa- 
rate, but professionally and administratively, it is 
an organic part of the whole. Its activities are 
different aspects of whole hospital functions. For 
instance, disease is treated in the surgical operat- 
ing suite, in the radiology division, in-the labora- 
tory (preparation of vaccines and sera) by the 
nursing service, by the pharmacy and by physi- 
cal therapy. Each of these is a separate depart- 
ment. Each treats, in its own particular way, 
the same disease. Yet, while there may be divi- 
sional study of disease, there is no study and no 
medico-administrative supervision of the whole 
function—treatment of disease—wherever per- 
formed, by a central body that would follow the 
action through from beginning to end; there are 
only different departmental committees. In their 
individual and separate capacities, these commit- 
tees cannot supervise a whole hospital function. 
There can be no determining where the responsi- 
bility of one committee begins and that of another 
ends. They either do not do what they should, 
or duplicate each other, or overlap. An operating 
room committee, for example, is charged with the 
task of supervision of technics, asepsis, adequacy 
of equipment and instruments to ensure safety, 
skill and success in surgery. But even when this 
supervision is complete and satisfactory, we know 
that the results of surgery depend in no small way 
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on careful study of the patient’s condition prior 
to surgery, on reasonable certainty of diagnosis, 
on preoperative precautions, on postoperative pre- 
cautions and on intelligent nursing. Surgery has 
been successful only when the patient leaves the 
hospital relieved of his trouble; not when he is 
removed from the operating room. 


Again, an out-patient department committee 
confines its activities to a physical area—single 
building or floor—devoted to the care of the am- 
bulatory sick. Diagnosis and treatment of pa- 
tients on their feet are not fundamentally differ- 
ent from that of patients in bed. 


The diseases are the same; it is their degrees 
that are different. The ambulatory patient often 
has to go to bed, and vice-versa. Study and treat- 
ment of the patient’s condition in one department 
must often be continued in another. The func- 
tion is one, although the departments discharging 
it are two. Separating the functions of diagnosis 
or therapy into sharp divisions thereby to corre- 
spond to departmental divisions, and creating a 
committee for each division intensifies separation 
of what is inseparable. 


On the basis of the above characterization of 
function, a differentiation is made between, func- 
tional organization of the medical staff—a form 
of organization suggested in the paragraphs 
which follow, and departmental organization of 
the medical staff—a form of organization now ex- 
isting in hospitals—which is regarded as being 
ineffective. 


The Hospital Must Meet Changing Conditions 


Hospital aims and functions must respond to 
the outer and inner influences with certain 
changes. Sound they must be, of course, but now 
also flexible, readily responsive to the new condi- 
tions which affect their purposes, yet retaining in 
their internal practices and procedures that pre- 
cision, that vast variety and that constant adjust- 
ment and replacement without which the service 
of the hospital may become inadequate and may 
stagnate. To accomplish the foregoing aims, it 
would need to be admitted that hospital superin- 
tendence, as it relates to medical staff organiza- 
tion, requires reorientation. 


The obvious first step to reorientation, fitting 
the requirements of an individual hospital, is 
study. The second is recommendations of change 
based on study. The last is effective executive ac- 
tion to implement the recommendations. Who 
should take these steps and how? 


For a beginning, the board of trustees of a 
hospital should determine anew the extent to 
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which staff physicians should be required, under 
its aegis and in cooperation with the administra- 
tion, to participate in the study, in thinking 
through, and in formulating aims and policies. 
Final authority must still be the responsibility of 
the board of trustees, and the direction of the 
hospital must still be the authoritative task of the 
administration, but it would need to be recognized 
that the customary committees of the medical staff 
no longer meet the requirements of the times. A 
new approach is called for to this phase of hos- 
pital organization. 


Functional Study and Supervision More Desirable 


The new way calls for other committees, func- 
tional rather than departmental, with central not 
divisional responsibility, with essentially medico- 
administrative as distinguished from purely clin- 
ical tasks. Each committee should be originative 
and curious; it should be a study group for cur- 
rent problems. The following functional standing 
committees composed of members of the medical 
and administrative staffs are proposed: 


1 Committee on Hospital Policy, Responsibil- 
ity and Community Relations 


Committee on. Admission Policies, Bed Al- 
location and Occupancy 


Committee on Clinical Divisions and Med- 
ical Staff Positions 


Committee on Rights, Interests, and Com- 
fort of Patients 


Committee on Matters Related to Diagnosis 
and Treatment (Non-Clinical) 


Committee on Professional and Adminis- 
trative Practices and Procedures 


Committee on Hygiene and Prevention of 
Disease among Patients and Personnel 


Committee on Uses and Quality of Equip- 
ment, Instruments, Surgical Supplies and 
Pharmaceuticals 


Committee on Compliance with Hospital 
Rules and Regulations 


In addition to the nine, the hospital should re- 
tain if it already has, and should create if it has 
not, four others, namely, a committee on clinical 
and laboratory research; a committee on writing, 
reading, and publication of papers; a committee 
on medical and nursing instruction, and training 
of anesthetists, dietitians and technicians; a com- 
mittee on records and medical library. 


This list may not complete the total number of 
committees needed by today’s complex hospital. 
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Some hospitals, small ones especially, may find a 
smaller number suitably combining the functions 
of several of the committees more to their abilities 
and purposes. The point is that the tasks as indi- 
cated by committee titles should be performed. 
The titles are as descriptive as possible of each 
committee’s functions. 


Composition of Functional Committees 


Each committee is to consist of medical staff 
members and the executive director of the hospital 
(in a large hospital, one of his assistants). The 
chairman should be a senior member of the staff, 
who can keep it active; an inactive committee is 
worse than no committee at all. The functions of 
a committee would bring it in. close contact with 
the activities of the usual hospital departments. 
The hospital needs its essential departments, but 
not a medico-administrative committee for each. 
When a matter relating to a particular depart- 
ment is under consideration, the committee would 
invite a representative of the department to par- 
ticipate. Thus, it might call in, as the occasion 
required, the radiologist, the director of labora- 
tories, the physical therapist, the blood transfu- 
sionist, the anesthetist, the pharmacist, the dieti- 
tian, the supervisor of nurses, the supervisor of 
the out-patient department and the supervisor of 
social service. The committees would be answer- 
able to and would report to the medical board of 
the hospital. The medical board would review 
their conclusions and recommendations. Those 
accepted and approved would become (after rati- 
fication by the board of trustees of the hospital) 
the policies, rules, regulations, practices and pro- 
cedures of the hospital until again changed or 
eliminated. 


Each of the nine new committees out of the sug- 
gested thirteen has its own field sketched below. 
The four committees that are not sketched now 
exist in almost all hospitals and are functional in 
character, and therefore, will not be discussed. 
The sketch for the nine committees is not com- 
plete, but the items are numerous and various 
enough to indicate what the committee has to do. 


The Committee on Hospital Policy, Responsi- 
bility, and Community Relations would study ex- 
ternal and internal developments affecting the 
aims and functions of the hospital. Some of these 
would be: 


1 Community requirements—the needs of the 
sick; participation in a program for the 
development of hospitals and other agen- 
cies to care for the sick; the equitable dis- 
tribution of the burden to meet these needs. 
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The kind and volume of service the hospital 
could assume as an agency participating in 
the community’s program of medical care. 
The range of the hospital’s service as to 
acute or chronic or specialty diseases or 
convalescence, and the physical facilities 
and service to be furnished by the out- 
patient department. 


Current changes outside of the hospital as 
they influence the tasks of the hospital and 
the problems of physicians, for example, 
the social and economic status of the peo- 
ple using the hospital, and what they can 
pay for its services. 


Legislative measures (Federal, state and 
municipal) and how they affect the hospital 
and its staff. 


Health insurance; group hospital insur- 
ance; governmental support of medical 
care, hospitals and research; workmen’s 
compensation policies; payment to physi- 
cians on the hospital’s staff;—each as it 
relates to or affects the hospital and its 
staff. 


Relations with other hospitals, medical 
schools, hospital councils, medical societies, 
health and welfare agencies, foundations 
and government. 


Problem of home-medical care, as a possi- 
ble function of the hospital. 


The Committee on Admission Policies, Bed Al- 
location, and Occupancy would study and recom- 
mend policy for the admission of patients to hos- 
pital and clinics—admissible and inadmissible 
diseases, zoning of neighborhood. It would rec- 
ommend policy regarding the admission of pa- 
tients with tuberculosis, venereal and infectious 
diseases; mental, moribund and aged patients; 
and patients for teaching purposes. It would sug- 
gest guards against admissions of “interesting 
cases” at the expense of more deserving patients 
with usual conditions. It would consider the 
problem of whether adult ward and clinic patients 
should be examined by the medical service, and 
children by the pediatrics service before they are 
assigned to the wards or clinics of the several 
specialties. It would concern itself with alloca- 
tion of beds to each clinical division, and the num- 
ber of private and ward beds required. It would 
study the record of bed occupancy; ascertain 
causes of low bed occupancy, of over-admissions, 
and of length of stay of private and ward patients, 
of each clinical division. It would indicate the 
requirements for separation or quiet rooms. 


The Committee on Clinical Divisions and Staff 
Positions would ascertain requirements and rec- 
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ommend policy for the establishment of essential 
clinical divisions. It would consider whether it 
is advisable to create separate divisions, such as 
tumor,-cancer, thyroid, endocrinology, plastic sur- 
gery and the like, or retain such sub-specialties 
under a major clinical division like internal medi- 
cine or general surgery. It would study the ad- 
vantages of rotating as against continuous service 
of staff physicians. It would establish the quali- 
fications a surgeon must have to perform surgery 
without supervision. It would decide what consti- 
tutes a surgical team, both for the purposes of 
training young surgeons and house staff members 
and from the standpoint of the safety of the pa- 
tient. It would define the limits of oral surgery 
for the division of dentistry. It would study such 
alternatives as open. and closed staff, and the ad- 
vantages and disadvantages of a courtesy staff. 
It would study the problem of multiple hospital 
staff positions and suggest the grounds on 
which a staff physician would be permitted 
to hold appointments in more than one _ hos- 
pital. It would consider whether visiting 
staff physicians should be required to limit 
their practices to the specialty in which they hold 
appointments. It would observe the proficiency, 
development and character of medical staff mem- 
bers. It would designate qualifications for new 
appointments and advancements. It would ascer- 
tain and recommend the number of staff mem- 
bers required for each clinical division, and their 
respective ranks and responsibility. It would con- 
sider policy related to the automatic retirement 
of staff physicians on the bases of age and length 
of service. It would be currently informed and 
recommend ways of meeting the requirements and 
standards of the specialty examining boards, the 
American College of Surgeons, and the essentials 
in hospitals approved for training interns, resi- 
dents and fellows required by the Council on, 
Medical Education and Hospitals of the American 
Medical Association. 


The Committee on Rights, Interests, and Com- 
fort of Patients would have for its duties the 
instillation into all hospital people of an awareness 
of patients’ rights, interests and comfort. It 
would recognize that the patient has certain val- 
ues which should be understood and guarded. At 
the same time, it would suggest ways of pointing 
out to the patient which and why some values as 
he sees them are not to his interest. To these 
ends, the committee would study and recommend 
suitable policies and rules. They would apply to: 


1 The Patient’s Rights—of which the prime 
one is being restored to health and enabled 
to return home and work at the earliest pos- 


sible moment. Others would relate to: how 
much or how little information should be 
given to the patient and his family regarding 
diagnosis and prognosis; the confidential 
treatment of his personal affairs—if the pa- 
tient’s interests require divulgence, to whom 
(family, friends, employer, insurance com- 
pany, physician, other hospitals, welfare 
agencies, press) and what should be told of 
his condition and social and economic status; 
the conditions under which patients may be 
permitted to sign. papers and wills while in 
the hospital, and what the hospital’s respon- 
sibility should be in such matters; the pa- 
tient’s request to choose his own physician, 
dentist, or to bring his own nurse. 


The Patient’s Interests. The committee 
would study the causes of accidents to pa- 
tients and would recommend measures for 
their prevention. It would be interested in 
learning why patients leave against advice. 
It would study the needs of critically ill pa- 
tients, and provisions for special nursing and 
concerted care. It would concern itself with 
instructions to be issued to every patient on 
leaving the hospital—with the sort of home 
to which he is returning, his requirements for 
convalescent care, with “follow-up” and with 
social service. It would concern itself with 
matters related to regulating visiting hours 
and extending visiting privileges, and with 
the forgotten patients who have no visitors 
—who they are, why they are friendless and 
where they are going when leaving the hos- 
pital. In a word, the committee’s efforts 
would be directed toward insuring lasting 
cure and improvement of patients discharged 
as cured or improved, and of finding ways 
of improving the fate and comfort of pa- 
tients discharged as unimproved. 


The Patient’s Comfort. The committee would 
concern itself with the elimination of psychic 
trauma to patients, comforting measures to 
dissipate anxiety and fear, and helping the 
patient to adjust himself to hospital atmos- 
phere. It would study problems related to: 
the comfort of patients, such as sleeping 
when sleepy and not being awakened by the 
convenience of hospital routine, which sets, 
for example, the hour for temperature tak- 
ing, breakfast or other nursing requirements; 
providing reasonable privacy and refinements 
in meeting personal needs to which patients 
are accustomed; eliminating noise, drafts, 
regulating room ventilation and temperature; 
exposing patients to outdoors and sunshine; 
providing occupational therapy, books and 
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similar items for the patient’s comfort; ap- 
plying restraint—when and how. 


The Committee on Matters Related to Diagnosis 
and Treatment (Non-Clinical) would concern it- 
self with: 


1 The provision for and organization of all 
facilities needed by physicians and surgeons 
to diagnose and treat disease. 


The study of the nursing, dietetic, laboratory, 
x-ray, pharmacy, physical therapy, social 
service, and other services which participate 
in diagnosis and treatment. 


The integration into a functional whole of 
the work of all departments, clinical divisions 
and individuals participating in diagnosis 
and treatment. 


Ways to bring about: 


a) Careful and unhurried study of the pa- 

-  tient’s condition. Where conditions are 
non-emergent, the committee would re- 
quire by rule that enough time is taken 
in study and in the use of all available 
measures, including consultations with 
other specialists, to reach a reasonably 
correct diagnosis. 


Evaluation of non-surgical alternatives 
that would be safer for the patient or 
would at least give equal promise of re- 
lief. 


Estimation of preoperative dangers, the 
risks from surgery and anesthesia, and of 
postoperative complications. This would 
include the recommendation of policy re- 
garding the performance of surgery dur- 
ing an influenza epidemic, and on very 
hot and humid days, and policy relating 
to blood agglutination tests before tonsil- 
lectomy. 


Rules governing pre-operative medica- 
tion, such a type of drugs, dosage, and 
whether children should receive a preop- 
erative dose of morphine. 


Methods of identifying patients and 
marking the exact part where the opera- 


tion is to be performed before anesthesia: 


is administered, so as to make sure that 
the right patient will undergo the indicat- 
ed operation, and that the operation will 
be performed on the affected part. 


The study of the character, precision, and 
timeliness of standing orders and those cur- 
rently issued. 
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6 The observation and supervision of manner, 
type and frequency of rounds by each service, 
and of visits to patients by individual staff 
members. 


The organization and continued check on de- 
partmental, mortality and morbidity confer- 
ences, aS well as on the general tone and 
proficiency of each clinical division. 


The investigation and study of sudden deaths, 
unexpected deaths, and untoward morbidity. 


The Committee on Professional and Adminis- 
trative Practices and Procedures would give spe- 
cial attention to: 


1 The observation and study of existing prac- 
tices and procedures, by making repeated 
qualitative analyses of their merits, efficacy 
and hazards. This would include continuous 
research and experiment within the hospital. 


The observation and study of new practices 
and procedures as developed elsewhere, with 
a view to their introduction into the hospital. 


Recommendation to the hospital authorities 
of modification, substitution and. elimination 
of practices and procedures as indicated by 
controlled observation and study, and by cur- 
rent scientific advances. 


A complete discussion of all practices and pro- 
cedures that should come continuously under the 
watchful eye of this committee could not be given 
within the limits of this paper. The few men- 
tioned are different enough and numerous enough 
to show how needful is the critical examination 
of hospital practices and procedures, especially 
those likely to be outmoded and become inconsis- 
tent with high standards of service for the sick. 
Those to be mentioned are: periodic review of 
rules and regulations governing operating room 
technics, practices and procedures, bringing them 
regularly to the attention of the surgical staff 
and the personnel of the operating suite; essential 
and unbroken steps for the maintenance of asep- 
sis; periodic bacteriologic examinations of sterile 
materials, water and surgeons’ hands; a rule gov- 
erning the practice of cleansing of hands in gen- 
eral, and when going from one operation to an- 
other; methods of accurate count of sponges; in- 
struction of the staff and nurses in the use of 
the resuscitation apparatus; the ever-readiness of 
emergency trays for the usual operating room 
emergencies; the elimination of dangers of igni- 
tion of anesthetics; safeguards of avoiding the 
breaking of needles in spinal and other injections; 
who should accompany the patient from the oper- 
ating room to his bed, check the condition of the 
room to which the patient is being returned, from 
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the standpoint of drafts, heat, quiet and watching 
until the patient has completely reacted to the 
anesthetic; practices in dressing of wounds under 
strict aseptic conditions; when and how patients 
are to be catheterized; restrictions governing pre- 
partum examinations, so as to prevent postpartum 
infections; the practices and procedures with re- 
lation to the care of the newborn; practices relat- 
ed to the maintenance of optimum ventilation and 
temperature in occupied rooms and wards; meth- 
ods of identifying the right donor for the right 
patient after both have been typed, so as to avoid 
the fatal error of transfusing blood from one 
blood-type donor to another blood-type patient; 
safeguarding the transfusion of blood from in- 
fected donors; determining the causes of chill and 
fever reactions ofter transfusion or any intra- 
venous infusion; and practices regarding the la- 
beling of solutions and drugs. 


Other activities of this committee are described 
in detail in another paper the author wrote, en- 
titled “The Study and Superintendence of Hos- 
pital Procedures,” published February 4, 1939, in 
the Journal of the American Medical Association. 


In the light of the outline of the present paper, 
some of the activities discussed in the earlier pa- 
per and originally assigned to the Committee on 
Professional and Administrative Practices and 
Procedures have been reassigned to other commit- 
tees. 


The Committee on Hygiene and the Prevention 
of Disease Among Patients and Personnel would 
concern itself with matters related to the hospi- 
tal’s policy and the degree of responsibility it 
should assume in the community’s program of 
public health. For hospital patients and person- 
nel, the committee would outline a program of 
personal hygiene, and would suggest a suitable 
staff to instruct them. It would pay special atten- 
tion to problems of prenatal and postnatal precau- 
tions and hygiene. It would outline a plan and 
maintain periodic health examination of em- 
ployees, and would deal with sanitary problems 
within the hospital. 


The Committee on Uses and Quality of Equip- 
ment, Instruments, Surgical Supplies and Phar- 
maceuticals would study all equipment, instru- 
ments, materials from the points of view of qual- 
ity and service. It would check, by means of tests 
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or otherwise, the claims made by manufacturers 
and agents regarding gadgets, new instruments 
and new equipment. It would see to the econom- 
ical use of surgical supplies. To cite an example 
of a current activity—it would evaluate the rela- 
tive advantages, if any, of a “blood bank,” “pla- 
cental blood,” “powdered blood” as against the 
more usual methods of obtaining blood for trans- 
fusions. It would prepare the formulary for the 
pharmacy, and would keep itself informed on new 
drugs, sera, and vaccines. It would advise on the 
use or banning of patent medicines. It would 
advise when and under what conditions drugs 
proffered by pharmaceutical companies may be 
tried out at the hospital. It would study the re- 
ports of the Councils on Physical Therapy, on 
Foods, on Pharmacy and Chemistry of the Amer- 
ican Medical Association. 

The Committee on Compliance with Hospital 
Rules and Regulations would suggest ways of en- 
forcing good hospital practice under the existing 
rules. All grievances, complaints, and charges 
would go to this committee for investigation and, 
if possible, for settlement. It would devise and 
recommend ways of disciplining staff members 
for breach of rules. The board of trustees, how- 
ever, would hold the final power of discipline. In 
cooperation with the Committee on Practices and 
Procedures as well as with other committees, the 
Committee on Compliance would participate in 
periodic revision and the introduction of new 
rules and regulations. 


Proposed Chart of Organization 

Consistent with all that has been said, a revised 
chart has been drawn indicating the organiza- 
tional structure of the entire hospital and the 
related position of the medical staff organization 
and its functional committees. The board of 
trustees remains the supreme authority, and in 
the customary way entrusts the administrator 
with the management of the hospital. It creates 
the medical board and auxiliaries which are an- 
swerable to it. The medical board establishes its 
own committees. The heavy solid line, as shown 
in the chart, indicates direct responsibility to the 
board of trustees. The thin solid line indicates 
direct relationship and responsibility to the bodies 
created by the board of trustees. The broken line 
indicates cooperation and liaison relations. It is 
to be observed that committees 1, 2, 3 and 4 of 
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the board of trustees and of the medical board 
have identical names. The committees with cor- 
responding names, when occasion requires it, 
would hold joint meetings and deliberate on mat- 
ters under consideration. They, too, in their re- 
spective fields would be the liaison medium be- 


tween the board of trustees and the medical staff. 


Summary 


There are new outer and inner forces which 
influence and affect aims and tasks of the hospital. 
They intensify old medico-administrative prob- 
lems, and create new ones within. the hospital. 


The present form of hospital staff organization, 
with its departmental committees, is no longer 
suitable or adequate to consider these influences, 
their implications and effects. 


The departmental committees usually consist of 
a committee for each of the following depart- 
ments: surgical operating rooms, radiology, lab- 
oratory, nursing, dietetics, pharmacy, physical 
therapy, and out-patient. These committees con- 
fine their activities exclusively to their respective 
departments. This inhibits their effectiveness. 


Medical staff organization must prepare itself 
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to meet the changing conditions in a changing 
hospital. 

With that in view, the creation of functional 
committees in place of the usual departmental 
committees of the medical staff is suggested. The 
activities of the proposed functional committees 
are outlined. 

To the benefits that would result from emphasis 
on function instead of on department would be 
added the advantages of stimulating appropriate 
members of the medical staff to become acquaint- 
ed with the numerous outer and inner conditions 
and their effect upon the hospital and upon staff 
physicians. The new emphasis would also aid the 
hospital officers, trustees, and administrators who 
are always endeavoring to find solutions to prob- 
lems and who, if they are alert and active, are 
seeking advice. As things are now, they do not 
know to which of the existing departmental com- 
mittees to turn, especially when a problem falls: 
in the province of more than one department. 
They would be helped, and the hospital’s interests: 
would be strengthened if they could appeal to a 
suitable functional committee with well-defined’ 
aims, able to study through and recommend ways: 
to meet such functional problems. 





The Chicago Institute for Hospital Administrators 


¥ ITH the awarding of certificates to 134 
W csv executives and assistants on 
September sixteenth, the American Hos- 
pital Association concluded its eighth and most 
successful annual Institute for Hospital Adminis- 
trators. For exactly 15 full days these students 
participated in or were exposed to learning situa- 
tions that covered the entire gamut of hospital 
administration. Local hospital celebrities and ad- 
ministrative experts, representing every part of 
the country, were busy conducting lectures, sem- 
inars, demonstrations and specialty conferences. 
Dr. Malcolm T. MacEachern was, as usual, the 
mainspring of the evening round table. 


A geographical distribution of the students in- 
dicates that 26 states and 2 foreign countries 
were represented. The states with the largest 
representation were as follows: Illinois, 27; Mich- 
igan, 19; Ohio, 13; Pennsylvania, 13; Wisconsin, 
8; Missouri, 6; and New York, 5. Present also 
were Dr. Robert E. Brown, director of the Univer- 
sity Hospital in Chenstu, Sze, West China, and 
Dr. O. P. Pedroso, medical superintendent of the 


University of Sao Paulo Clinics (now under con- 
struction), at Sao Paulo, Brazil, South America. 
The W. K. Kellogg Foundation of Battle Creek, 
Michigan, of which Graham L. Davis is consultant 
on hospitals, sent a group of eight from different 
hospitals in Michigan. The Battle Creek Sani- 
tarium, Battle Creek, Michigan, of which Dr. 
John E. Gorrell is administrator, sent a group of 
five. There were also a mother and son in the 
group. The mother is an administrator of a hos- 
pital and the son is an administrative intern in 
another hospital. 


Twenty of the registrants had attended two 
or three of the Chicago Institutes before and two 
had attended every Institute since 1935. 


The registrants were distributed professionally 
as follows: administrators, 60; assistant admin- 
istrators, 9; members of personnel who carry 
executive or supervisory responsibilities, 58; 
students or interns of hospital administration, 7. 
A large majority of the departmental personnel 
was sent by administrators who had attended pre- 
vious Chicago Institutes. Several administrators 
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who previously had attended the Institute but who 
find that they cannot come each year, have made 
it a practice to send representatives of their hos- 
pitals in their places. 


The sizes of the hospitals represented were as 
follows: hospitals under 100 beds, 50; from 100 
to 200 beds, 27; from 200 to 500 beds, 39; from 
500 to 1,000 beds, 3; and from 1,000 beds or 
over, 8. 


The Chicago Institute has originated a number 
of policies which have come to be accepted as 
standard practice for hospital administrative in- 
stitutes. One of these is to furnish each student 
with a complete set of the lectures presented; an- 
other is the awarding of a certificate of attendance 
to each student completing the course; another is 
the system of demonstrations in local hospitals 





each afternoon; another, of more recent date, is 
that of holding specialty conferences each after- 
noon; still another is the policy of making avail- 
able optional specialty conferences on the two 
Sundays falling within the period; and finally, the 
annual dinner for students and faculty which, al- 
though financed by the American Hospital Asso- 
ciation, is planned and directed by the students 
themselves. 


This year the dinner was held in the large din- 
ing hall of Judson Court on the campus of the 
University of Chicago with close to 200 in at- 
tendance. The students presented take-offs on 
annual meetings, boards of directors, various 
committees reporting, and in humorous fashion 
different findings on Institute members and fac- 
ulty. After the banquet there was dancing until 
midnight. 





Soap Substitutes 


The detergents now available under the general 
group classification of “sulfated alcohols are dis- 
tinct from soaps in that their chemical charac- 
teristics are such as to permit their use under con- 
ditions which soaps can not tolerate. Soaps are 
a compound of a strong alkali with a weak base— 
a fatty acid. Due to their alkaline nature, soaps 
are easily broken down by acids and hence the 
need of adding alkali to the washing compound 
when the soil of the material to be washed has 
acid characteristics—perspiration, for instance. 
Since the sulfated alcohols are resistant to acid 
they are particularly useful for use in washing 
materials to which alkali would be harmful—wool 
or colored goods, for instance. In fact it is 
claimed that woolen goods can be washed with 
these new detergents with a single suds and a 
single rinse since they rinse very freely and a 
slight remaining acid residue is not injurious to 
the goods. 


Another advantage of their tolerance to an acid 
medium is that with a small addition of acid to the 
seeds bath the “bleeding” of colored goods is en- 
tirely prevented. In fact, it is claimed that several 
different colors may be washed to the same bath 
without injury to any of them. 


A third advantage is that the new detergents 
do not form an insoluble curd with the “hard” 
salts of hard water. This not only greatly reduces 
the rinsing time but likewise prevents the dis- 
agreeable odor and harsh feel which results from 
the deposition of lime soaps in the fabric when 
washed with soap in hard water. 
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The cost of these new detergents has now been 
reduced to within about twenty-five per cent of 
that of good soaps, but ordinarily they require the 
use of a smaller amount with the result that the 
total detergent cost per hundred pounds of clothes 
is about the same for the one as for the other. 


The new detergents are already in use for lightly 
soiled cotton goods but as yet they have not 
been developed to a point to permit this substitu- 
tion for soap in the washing of heavily soiled cot- 
ton goods. 

a 


Book Note 


One of the most interesting publications that 
has reached this desk is “The Alleghenians,” a 
fascinating novel in verse form dealing with the 
people who inhabit the hills of western Pennsyl- 
vania. The author is Dr. Frederick Brush, a 
prominent physician, former Medical Director of 
the New York Post-Graduate Hospital and Burke 
Foundation, and a Life Member of the American 
Hospital Association. This is the third book 
which has left the press of which Dr. Brush is 
the author, the other two being “Crooked River” 
and “Hillman.” The book is of high literary 
merit, and possesses great worth as a piece of 
authentic Americana. It is published by The 
Blackshaw Press, price $1.75. 


—_—g————— 


Hospital Association of Pennsylvania 


The Hospital Association of Pennsylvania an- 
nounces its twentieth annual conference will be 
held on April 16-18, 1941, at the Bellevue-Strat- 
ford Hotel, Philadelphia. 
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Petrolagar 


fer the healment of constipation 


*Petrolagar—The trademark of Petrolagar Laboratories, Inc., for its brand of mineral oil emulsion. 
Petrolagar—liquid petrolatum 65 cc. emulsified with 0.4 gm. agar in a menstruum to make 100 cc. 
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The Role of the General Hospital in the 
Control of Tuberculosis 


When There Are Sanatoria Vacancies in the Community 
MONROE J. TANNER, M.D. 


eral hospitals, as you probably know, in 1921 
received the endorsement of the American 
Medical Association, the American Hospital Asso- 
ciation, and the National Tuberculosis Associa- 
tion."7 
The National Tuberculosis standard’? for bed 
capacity is two beds for every tuberculosis death 
in the community as a minimum or one hospital 
bed for every person needing active treatment or 
isolation. 


F erat noi of the tuberculosis service in gen- 


Regarding bed capacity according to the Amer- 
ican Medical Association questionnaire survey for 
1938, being a follow-up comparative survey with 
that in 1933-35," * the various institutions, sana- 
toria, etc., for treatment of tuberculosis and bed 
capacity is noted: 

1,140 Institutions in U. S. A. 

479 Sanatoria 

630 Tuberculosis departments 

31 Preventoria 

584 Hospitals admitting tuberculosis patients (ex- 
tent of the service not reported) 

It was noted here in comparison with 1935 sur- 
vey that a reduction in departments resulted in 
the nervous and mental field but in the general 
hospital there was an increase of 418 to 439 de- 
partments having varied bed capacity: 

309 departments of less than 25 beds 
51 departments with capacity of 25-49 beds 
38 departments with capacity of 50-99 beds 
41 departments with capacity of 100 beds plus 

Bed capacity in the United States in 1935 was 
95,198 beds for treatment of tuberculosis. Today 
there are 98,801 beds which are distributed as 
follows: 


Federal hospitals bed capacity....... 1,964 decrease 
Private hospitals bed capacity....... 776 decrease 
Mental hospitals bed capacity........ 2,289 decrease 
Other institutions show............. 6,187 increase 


358 increase 
257 increase 


GOREPAIHORDITAIS <.5005 ch see ee esses 
DGOIRTION HORGIERIS 6 5650 6oeceeee es 


Presented at the Forty-second Annual Convention of the 
American Hospital Association, Boston, 1940 
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The conclusions at this point are that our re- 
cent survey compared with that in 1933-35, a bed 
capacity for all tuberculosis patients totalled 
98,801 beds, an increase of 3,603 beds. However, 
a decreased bed capacity resulted in Federal,’ 
private and mental institutions and increased bed 
capacity in other institutions, sanatoria, etc., gen- 
eral hospitals and isolation hospitals in the order 
named. The bed capacity for children remained 
the same. 


Sanatorium division today has 70,713 beds com- 
pared to 64,997 in 1935, this being an increase of 
5,716 beds in sanatoria. The recent survey has 
shown that in 1934—16,229 deaths occurred in 
sanatoria and tuberculosis departments compared 
to 22,081 in 1938—recently showing that there 
is a growing use for this type of institution for 
advanced and terminal cases, thus causing vacan- 
cies. The average number of treatment days was 
164 days compared with 166 in 1935, showing a 
slight increased rate of discharge of cases. 


The question is asked “Is there a trend of tu- 
berculosis patients collecting in any particular 
type of institution?” Bed vacancies in sanatoria 
or isolation hospitals for tuberculosis occur 0c- 
casionally and some permanently because of vari- 
ous reasons. 


First fact might be thought to cause vacancy is 
that thirty years ago mortality statistics had 
death cause headed by tuberculosis—first place. 
Today it is in seventh place. Although bed c¢a- 
pacity is increased today the case finding methods 
have produced more patients for active treat- 
ment. The general practitioner is one key to 
discovering the unidentified tuberculosis case. 
Education of the public and the profession to be- 
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ing tuberculosis minded has changed the statistics 
so that there is an increase in the list of minimal 
cases diagnosed. Knowing that mortality rate has 
been cut tremendously recently, the incidence 
among negroes is very high and the incidence be- 
tween the ages of 15-45 years of age especially 
among women is still high. There is not an over 
abundance of bed capacity for negroes. In 1935 a 
shortage of 53,000 beds for negroes existed? in the 
South and Southwest and there is so much de- 
mand in some of the sanatoria that eighteen 
months is the longest period that patients are 
permitted to stay. In another state six months is 
the period allowed by law. 


Difficulties Presented by Unequal Distribution of 
Vacant Beds 


Vacancies in sanatoria should not occur when 
waiting lists census show 8,797 in 1938 surveys 
compared to 9,854 in 1935. It is apparent that 
unequal distribution is the cause of trouble and 
appears as I stated paradoxical because vacant 
beds total 16,254 and exceeds the number of total 
applicants pending by 7,457. In city and county 
sanatoria the waiting lists are greater than the 
vacancies. Municipal departments have waiting 
lists twice that of vacancies. The City of Chicago 
Municipal Tuberculosis'* Sanatorium reports a 
tremendous number of tuberculosis cases for 


pneumothorax so that patients remain in the in- 
stitution just to establish collapse therapy and an 
out-patient regime called extra mural treatment 
is used. Metropolitan areas have problems of mass 
treatment that depend on coordination of institu- 
tional units. The reason usually advanced for this 
situation is that the patient desires being as close 
to his home as possible and consequently this is 
agreeable to his family physician who wishes to 
retain his clientele. The more remote the institu- 
tion the less likely it will retain the patient. 


Changing Ideas as to Sanatorium Needs 


To meet the last mentioned situation there 
resulted a tendency to build institutions for the 
care of tuberculosis in the cities or nearby vicin- 
ities.° The idea that climatic changes or particular 
elevations were necessary has been discarded. 
The great mass phobia that tuberculosis institu- 
tions should be far away from civilization has 
passed. The older folks recall the difficulties in 
placing sanatoria in various counties or near fash- 
ionable pleasure resorts. At present there was 
recently built a twenty-two story building in a 
medical center group in the center of a large city. 
There is a better psychological effect in being in a 
rural institution but the cure is just as rapid in 
any institution whether in city or country. The 
majority of private institutions are located in the 
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States of California, Colorado, Michigan, New 
York, and Texas.’®"! 


The use of Federal public works project funds 
for many new tuberculosis institutions—approxi- 
mately seventeen were built—ten of these county 
sanatoria, causing vacancies soon to occur in cer- 
tain localities, particularly in isolated sanatoria. 
In some instances tuberculosis departments were 
established in general hospitals as it was too costly 
to run a separate tuberculosis unit.° This was one 
reason for many vacancies in sanatoria necessi- 
tating in some instances their closing. 


Sanatorium Treatment 


The purpose of sanatorium treatment is three 
fold: 


1 Proper treatment is expected 

2 Isolation of the contagious case 

3 Education of the patient for public health 
protection and rehabilitation 


The treatment of tuberculosis in a general hos- 
pital should not lower the standard of treatment 
and should include the usual education to the pa- 
tient and follow-up.? Generally it is assumed that 
a diagnosis of a case should take place in the 
general hospital, they being considered a clearing 
house. The department should be supervised by a 
properly trained tuberculosis specialist who co- 





ordinates or is a part of the regular tuberculosis 
unit of the county or state it is located in.** 


There has been a practice of sending all types 
of chest cases or those having tuberculosis sym- 
tomatology to a tuberculosis sanatorium because 
being the place that handles chest diseases most 
frequently and expertly, this type of unit was 
chosen, but this may be established in a general 
hospital. The character of any institution is apt 
to be that of the personnel that controls it. 


Pneumothorax is now being used in many insti- 
tutions. It is not a simple mechanical act of in- 
serting a needle in the chest and administering 
air but a highly technical procedure that requires 
the knowledge of pulmonic dynamics and an ade- 
quate knowledge of tuberculosis and statistical 
data to treat a case. A recent survey shows: 


Pneumothorax facilities available in sanitoria... 442 
Pneumothorax facilities available in tuberculosis 
COUIMEANIONIE, 5 nin ov hkss Seebecnceeuuswaseeees 328 
Pneumothorax facilities available in out-patient 
WAMBIN so ce Willy see accanseudedcded wanda tas 361 
Pneumothorax facilities available in out-patient 
tuberculosis departments ...............0-0:- 222 


At this point my conclusions are that each in- 
stitution can be made a proper place for tubercu- 
losis treatment which includes diagnosis, isolation, 
education and rehabilitation for the tuberculosis 
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patient but incidentally this all depends on the 
type of set-up that each locality desires. If a com- 
munity that has a sanatorium or isolation hospital 
that is adequately equipped according to Stand- 
ards for the Sanitarium, 1935,° and there are 
vacant beds in the sanatorium of this community, 
they should be kept filled to capacity. The gen- 
eral hospital should be used to diagnose and 
distribute the case possibly retaining the non- 
tuberculous chest diseases, treat the emergency 
hemoptysis case or spontaneous pneumothorax. 


In my particular community the tuberculosis 
sanatorium, which is part of an isolation hospital 
unit, is used as the center of almost all tubercu- 
losis activity and has a close cooperation with the 
general hospitals in the county. 


We recognize that every case belongs to its re- 
spective family doctor. There is not a phobia 
against tuberculosis in our country. It is desirable 
that everyone in time will have a chest x-ray. 
Possibly a little shift will take place from tuber- 
culin testing or screening methods toward fluoro- 
scopy which has a 12 per cent error but valuable 
in the hands of a skilled operator. Films of 
transparent type are best. Photography of the 
miniature type possibly might be an answer to cut 
the economic cost'® although not great, soon 
mounts up.'’ Patients entering any institution for 
treatment are entitled to a chest fluoroscopy or 
x-ray. At Margaret Hague Hospital, New Jersey 
Medical Center, every expectant mother has this 
routing."” 


Sanatoriums, where social amusement for am- 
bulating patients is provided, are usually better 
places to live. 


Many patients are financially indigent at the 
time of entrance or in time will be so. It was rated 
that 84.4 per cent of patients in 1935 could not 
pay. I do not believe the per cent has lessened 
especially during this economic depression. This 
was considered one way of subsidizing the vacant 
beds in the general hospital if the State paid. 
Many private institutions had vacancies due to 
economic reasons. 


General Hospitals Should Be Case Finding 
Institutions 


General hospitals should be case finding institu- 
tions. The unsuspected or undiagnosed case is 
very dangerous. False security should not be 
fostered in any institution. A physical examin- 
ation of all employees, old and new and the usual 
allergy tests and film of chest on entrance and 
every four months a chest film, is desirable. Inci- 
dence among nurses, physicians, laboratory tech- 
nicians, hospital employees is astonishingly high. 
Many are cases before entrance and are discovered 
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but I personally have observed many that possibly 
might have been prevented. I am of the conviction 
that the proper use of a mask among known in- 
fectious tuberculosis or positive cases should be 
a technique employed.* A mask should be used by 
a physician when examining an unknown case, 
especially the chest and during the time of use 
of the ophthalmoscope, nose and throat examina- 
tion, laryngeal, bronchoscopic examination, which 
should include glasses for physicians; also at time 
of autopsies on tuberculosis cases. No smoking 
should be permitted or use of gum or acceptance 
of candy while on duty. Nurses should know the 
positive sputum cases. Wear masks during the 
care of a post-operative thoracoplasty or other 
type of positive sputum cases, during the time 
when bedside routine is carried on. The respon- 
sibility is a grave one. Tuberculosis is not con- 
sidered an occupational disease but a hazard 
among such employees mentioned.'*:? Jars with 
sterile masks at easy access are desirable. No 
mask should be used the second time.*° 


Criteria for Handling Tuberculosis 


What criteria is necessary for handling tuber- 
culosis? 


1 Standards for tuberculosis sanatorium should be 
followed 
2 What is an ideal working unit for tuberculosis? 
a—Proper equipment 
b—Highly trained personnel 
1—Medical educational standards—type of train- 
ing desired 
2—Nursing educational standards—type of 
training desired 
c—Teaching and supervised training of personnel 
d—Organization within the hospital and a well 
regulated medical routine 
e—Medical hospital service 
1—Clinic service 
2—Laboratory service 
8—Special treatment and diagnostic service 
a—X-ray department 
b—Pneumothorax department 
c—Specialty department 
d—Surgical unit for tuberculosis work 
F—Medical education in all types of tuberculosis 
and treatments used in tuberculosis 
G—Supervision of these hospitals by authorities 
competent to inspect institutions and disinter- 
ested locally 


Institutions that are standardized in all respects 
are desirable places for the patient to be as well 
as desirable for employees, including the physi- 
cian, nurse and other members of the staff, to 
work and be educated in. 


‘The public is asking for this so that several 
states have had a survey to see what type of med- 
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ical care the state institutions were giving for the 
dollar expended.** The Governor of the State of 
Connecticut in conjunction with the State Medical 
Society surveyed the medical and social facilities 
of their state.*! 


In closing, the future will be, we hope, a better 
place to live in and the few mistakes pointed out 
will not be made again. Experience is the greatest 
teacher. The following conclusions might be 
stated: 

Summary 


1 The recent survey of tuberculosis facilities 
in the United States shows there are not 
enough beds for tuberculosis patients that 
require a hospital bed and that there exists 
an uneven distribution of the patients, there- 
fore, it would be desirable to keep the sana- 
torium bed vacancies filled. 


2 The roles of the general hospital in treating 
tuberculosis depends on what type of com- 
munity set-up is desired. Tuberculosis can be 
treated properly in the city or rural com- 
munities just as satisfactorily but in many 
instances acute cases, those for diagnosis and 
active treatment, remain in the general hos- 
pital which later acts as a clearing unit. In 
many communities the county sanatorium is 
the tuberculosis center where all types of 
tuberculosis are diagnosed and treated. 


3 The role of the general hospital in tubercu- 
losis is not only diagnosis, treatment, isola- 
tion, education and rehabilitation of the pa- 
tient, but preventive and case finding func- 
tion also. 


4 Although there is a trend of cases toward 
institutions such as medical centers and gen- 
eral hospitals, it is better that the moderately 
advanced and terminal type case, also the 
person needing a social life, be in a sana- 
torium and that vacancies there should be 
filled. 


5 All institutions should be standardized in 
every respect, coordinate with each other 
and be controlled by people who are properly 
trained to treat tuberculosis. 


6 There are certain hazards in the treatment 
of tuberculosis and if the proper technique 
of examination of all employes and the proper 
contagious technique, such as wearing a mask, 
is rigidly enforced, preventive medicine can 
be practiced within our institutions and lower 
the incidence of tuberculosis among institu- 
tional employes. 


7 The institution should be equipped to proper- 
ly treat tuberculosis, medically, surgically 
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and carry on collapse therapy, fluoroscope and 
x-ray. according to criteria set up for the 
respective type of institution it is. 


In closing, I wish to thank the National Tu- 


berculosis Association, Statistical Department, 
for their assistance in checking the data in this 


paper. 
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Medico Administrative Hints in Tuberculosis 


|. D. BOBROWITZ, M.D. 


pital administration are the same for all 

institutions, irrespective of size or type, 
and similar general problems are presented, in 
tuberculosis hospitals special questions arise that 
are peculiar to the care of this disease. Some of 
these particular problems are noted: 


é LTHOUGH the principles of proper hos- 


Medical 


Admission of Patients: Patients who are diag- 
nosed on. admission as “questionable tuberculosis” 
should be presented to an attending physician at 
least every week until a definite decision concern- 
ing hospitalization is made. Before a final diag- 
nosis is made, the films taken at the onset of the 
illness should be seen, as it is not unusual for a 
great ideal of clearing of the parenchymal lesion 
to occur in a short time. 


Patients should be admitted to special observa- 
tion wards. A working diagnosis and determina- 
tion of the physical activity is made in the short- 
est possible time and the patient transferred to 
an appropriate ward. Patients with a similar 
physical condition and activity should be kept 
together. 


Discharging the Patient: To avoid the high 
percentage of readmissions, the discharge of the 
patient should be considered with as much im- 
portance as the hospitalization of an open case 
of tuberculosis. The tremendous importance of 
after care and the need of prolonged supervision 
and constant cooperation. should be emphasized, 
and patients routinely given instruction at the 
time of discharge. The special discharge advice 
describing the causative factors for relapse and 
readmission, and their prevention, has been re- 
corded elsewhere.* 


Occasionally, following the discharge of a pa- 


*“Study of Readmissions to Sea View Hospital,” Dr. I. D. 
Bobrowitz and Dr. Jerome L. Leon, Quarterly Bulletin, Sea View 
Hospital, April, 1938. Vol. III, No. 3. “Sanatorium Treatment 
of Tuberculosis,” Dr. I. D. Bobrowitz, Diseases of the Chest, 
September, 1940. ihe 

The Municipal San@fteritim is one of the institutions of the 
Department of Hospitals of the City of New York. 
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tient as negative, a sputum report is returned as 
positive. To avoid such occurrence patients should 
not be discharged until all clinical laboratory ex- 
aminations, including sputum concentrates, cul- 
tures, and gastrics and x-rays have been com- 
pleted and reported. 


A standard sputum procedure for the labora- 
tory should be adopted that will insure satisfac- 
tory sputum studies to properly determine 
whether the patients are free from tubercle bacilli. 
A minimum number of examinations, especially 
for patients that are negative, should be required 
and should include gastrics, sputum concentrates 
and cultures, and guinea pig inoculations. No 
patient should be considered negative from the 
results of plain sputum smears only. 


A continuous educational program should be 
provided for patients from the time of admission 
until discharge. They should be made familiar 
with the functions of the sanatorium, institutional 
discipline, proper prophylaxis, and hygienic pre- 
cautions; the fundamental requirements of treat- 
ment, indications and methods of collapse therapy 
and discharge advice. With constant help and ad- 
vice from physicians and of nurses, patients are 
given practical training in proper health habits. 


No patient should leave against advice without 
an interview with the physician and social worker. 
The value of continuing hospital care until dis- 
charge is recommended by the attending physi- 
cian, must be emphasized. 


The Medical Staff: Subject to the size of the 
institution, departmentalization of the medical 
staff should be developed and resident physicians 
assigned definite specialties. Residents should be 
particularly careful about the diagnosis of lesions 
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tunity to make an advantageous move 
from your present hospital. Very possibly 
you will find yourself many hundreds of 
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Angelica Jacket Company St.Louis, Mo. 
James L. Angle Furn, Co. Ludington, Michigan 
Applegate Chemical Company Chicago, Illinois 
Armstrong Cork Company Lancaster, Pa. 
Bard-Parker Company, Inc. Danbury, Conn. 

Bassick Company Bridgeport, Conn. 
Becton, Dickinson & Co. Rutherford, N. J. 
Bruck’s Nurses Outfitting Co., Inc. N. Y. City 
The Burdick Corporation Milton, Wisconsin 

he Burrows Company Chicago, Illinois 
Carolina Absorbent Cotton Co. Charlotte, N. C. 
Castle Company, Wilmot Rochester, New York 
lark Linen Company Chicago, Illinois 
Clay-Adams Co., Inc. New York City 
Colgate-Palmolive-Peet Co. Jersey City, N. J. 
Warren E. Collins, Inc. Boston, Mass. 
Colson Corporation Elyria, Ohio 
Crane Company Chicago, Illinois 
Cutter Laboratories Berkeley, California 
- A. Davis Company Philadelphia, Pa. 
Davis & Geck, Inc. Brooklyn, N. Y. 
J. A. Deknatel & Son, Inc. Queens Vil., L.1., N.Y. 

~~ Manufacturing Co. Warsaw, Indiana 
Doehler Metal Furniture Co. New York City 
unlop Tire & Rubber Co. Buffalo, New York 
Eichenlaubs’ Pittsburgh, Pa. 


MEMBERSHIP 1939-40 


Faichney Instrument Corp. Watertown, N. Y. 
Faultless Caster Corporation Evansville, Indiana 
Finnell System, Inc. Elkhart, Indiana 
J. B. Ford Sales Company Wyandotte, Michigan 
The General Cellulose Co., Inc. Garwood, N. J. 
General Electric X-Ray Corp. Chicago, Illinois 
General Foods Sales Co., Inc. New York City 
Frank A. Hall & Son New York City 
James G. Hardy & Co. Chicago, IIlinois 
Hill-Rom Company Batesville, Indiana 
Hobart Manufacturing Co. Troy, New York 
Holtzer-Cabot Electric Co. Boston, Mass. 
Hospital Equipment Company New York City 
Hospital Management Chicago, Illinois 
Hospital Topics and Buyer Chicago, Illinois 
Huntington Laboratories, Inc. Huntington, Ind. 
Inland Bed Company Chicago, Illinois 
Jameson, Inc. Chicago, Illinois 
Jarvis & Jarvis, Inc. Palmer, Mass. 
Johnson & Johnson New Brunswick, N. J. 

. L. Judd Co., Inc. New York City 
Kelley-Koett Company Covington, Kentucky 
The Kent Company, Inc. Rome, New York 
Kenwood Mills Albany, New York 
Lewis Manufacturing Company Walpole, Mass. 
Samuel Lewis Company, Inc. New York City 
Marvin-Neitzel Corporation Troy, New York 
Massillon Rubber Company Massillon, Ohio 
Meinecke Company New York City 
The Mennen Company Newark, New Jersey 
Midland Chemical Company Dubuque, lowa 
Modern Hospital Publ. Company Chicago, III. 
National Lead Company New York City 
Ohio Chemical & Mfg. Co. Cleveland, Ohio 


Oxygen Equipment & Service Co. Chicago, Ill. 
Parke, Davis & Company Detroit, Michigan 
Physician’s Record Company Chicago, Illinois 
Puritan Compressed Gas Corp. Kansas City, Mo. 
Republic Steel Corporation Cleveland, Ohio 
Rhoades & Company Philadelphia, Pa. 
Will Ross, Inc. Milwaukee, Wisconsin 
W. B. Saunders Company Philadelphia, Pa. 
Scanlan-Morris Company Madison, Wisconsin 
Schering & Glatz, Inc. New York City 
F. O. Schoedinger Columbus, Ohio 
Schwartz Sectional System Indianapolis, Indiana 
Ad Seidel & Sons Chicago, Illinois 
John Sexton & Company Chicago, Illinois 
The Simmons Company Chicago, Illinois 
Snow-White Garment Mfg. Co. Milwaukee, Wis. 
Spring Air Mattress Company Holland, Mich. 
E..R. Squibb & Sons Co. New York City 
Standard Apparel Company Cleveland, Ohio 
Standard Electric Company Springfield, Mass. 
Stanley Supply Company New York City 
Thorner Bros. New York City 
Troy Laundry & Machine Co. New York City 
Union Carbide Company New York City 
United States Gutta Percha Paint Co. 
Providence, Rhode Island 
U. S. Hoffman Machinery Corp. New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
C. D. Williams & Company Philadelphia, Pa. 
Williams Pivot Sash Company Cleveland, Ohio 
Wilson Rubber Company Canton, Ohio 
The Max Wocher & Son Co. = Cincinnati, Ohio 
Zimmer Manufacturing Company Warsaw, ind. 





LC. Chase and Company, Inc. New York City 
5 ntinental Hospital Service, Inc. | Cleveland, O. 
enoyer-Geppert Company Chicago, Ill. 
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NEWEST MEMBERS 
International Nickel Co. New York City 


Boston, Mass. 
Greenwich, Conn. 
St. Louis, Mo. 


Henry L. Kaufmann and Co. 
Kitchen-Katch-Ali Corp. 
Shampaine Company 
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other than chronic pulmonary tuberculosis. Thus, 
they will not only gain special experience, but the 
conditions of the patients that fall within these 
specialties will be more easily discovered, more 
adequately treated, and staff consultations will be 
encouraged. 


To facilitate ward rounds, provide a means of 
rapid study of the work-up and care of the pa- 
tients, and indicate the classification of their 
physical conditions, individual patient needs and 
requirements for continued hospitalization, a 
ward summary card can be used for each patient. 
This card will contain the dates of examinations 
made by the resident physicians and attendings, 
dates and results of laboratory and x-ray exam- 
inations, and the description of the patient’s 
physical condition and treatment. 


Regular staff conferences should be held with 
the attendance of the resident physicians and vis- 
iting staff, including the roentgenologist, pathol- 
ogist, thoracic surgeons, bronchoscopist and other 
specialists. Besides regular diagnostic and ther- 
apeutic problems, and all recommendations for 
thoracic surgery, cases requiring bilateral pneu- 
mothorax, or discontinuance of pneumothrax, are 
worthy of conference consideration. These con- 
ferences will improve patient care, promote staff 
efficiency and function as an educational medium 
for the residents and visitings. 


Administering Artificial Pneumothorax: To 
prevent an initial pneumothorax on the wrong 
side, the following precautions are advisable: (1) 
Consents for pneumothorax are to specify the 
side on which the pneumothorax is to be done; 
(2) medical chart recommendations are to be 
checked; (3) the x-ray film is to be studied and 
kept on hand in an illuminator during the pro- 
cedure. 


Pneumothorax is to be given under strict 
asepsis. A closed system is to be used at all times 
with no air ever to be introduced unless there is 
free oscillation of the manometer. Patients 
should be fluoroscoped before and after refills. 


Surgery 


From the time patients are approved and sched- 
uled for thoracic operations, chest complications 
can occur and, therefore, before the operation 
physical and laboratory examinations should be 
done, including fluoroscopy or x-ray, to determine 
that there are no new complications to contrain- 
dicate operation. 


All patients, prior to a thoracic operation, 
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should have their blood typed in case blood trans- 
fusions may be necessary. However, in many 
cases transfusions are given routinely during or 
after operation. 


X-Ray Department 


All new residents and interns should be re- 
ferred to the x-ray department for instructions 
by the resident or visiting roentgenologist in the 
use of the fluoroscope. The fluoroscope should be 
operated only by those physicians who have dem- 
onstrated to the satisfaction of the roentgenolo- 
gist in charge that he or she has sufficient knowl- 
edge of the physics, uses, and in particular, the 
dangers involved in the use of this apparatus. 


Special examinations are often required for diag- 
nostic reasons. It is essential for the x-ray re- 
quest cards to state exactly what information is 
desired and to contain detailed clinical informa- 
tion about the patient. The x-ray department can 
then, determine what pictures and positions are to 
be taken. All patients should have routine x-rays 
at least every three months. 


In order not to overlook new lesions that may 
not, and often are not determinable by physical 
examination, all patients should fluoroscoped at 
least once a month. Patients showing suspicious 
changes are to be x-rayed. This does not include 
patients with pneumothorax, who will be fluor- 
scoped more often, or patients who are too ill. 
Infirmary patients should have portable x-rays 
whenever necessary. 


Permanent storage of x-rays films is good in- 
surance for future hospital research work. 


A tomographic apparatus can be installed at 
very little cost and will be of inestimable value 
in proper diagnosis and a guide for correct ther- 
apeutic procedures. 


Charts 


Complete routine physical examinations are to 
be done and charted at least once a month. Notes 
and examinations by members of the visiting staff 
should not constitute routine examinations. The 
re-examinations should be evenly distributed 
throughout the month with a reasonable number 
made each day. 


All unusual conditions or acute episodes should 
be described and progress notes made frequently. 


If a patient has been receiving treatment for 
a four-plus Wassermann, the discharge note 
should state whether the treatment should be con- 
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CLASSIFIED ADVERTISEMENTS 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 

number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 

must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 
Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 





CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A., Hospital Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania and 
Rome, Pennsylvania 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Owner-Director 
Specializing in Superior Personnel 


ALL MEMBERS of our organization are—or have been— 
Executives in Hospitals or Schools of Nursing and are 
keenly interested in the intelligent placement of a su- 
perior type of personnel. 

AS WE charge no registration fee, our service can be a se- 
lective one and applicants are registered on the basis of 
Training, Experience and Personal Characteristics only. 
All information is carefully verified. 

WHETHER YOU are an Executive Officer seeking desirable 
personnel, or a member of the staff wishing to secure a 
more important position write to us and let us help you 
to find what you want. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ANESTHETIST—Woman physician; B.A., M.D. degrees; 
two-year internship; year’s internship and year’s resi- 
dency in anesthesia; two years, head department of an- 
esthesia, university hospital. H10-10. 


TECHNICIAN—Registered; degrees from state university; 
year’s training in all laboratory procedures; two years, 
hae vga technician with group operating own hospital. 


DIETITIAN—Bachelor’s degree, state university; internship, 
teaching hospital; year’s experience in special diets; 
four years, chief dietitian, fairly large hospital. H10-12. 


PATHOLOGIST—Diplomate American Board; degrees from 
eastern schools; eight years, director clinicai laboratories, 
fairly large hospital. H10-13. 


RADIOLOGIST—Young physician who following internship 
served residency in surgery; now completing five years’ 
training in radiology with emphasis on tumor work; 
diplomate American Board of Radiology. H10-14. 


ADMINISTRATOR—Young layman, well-trained in admin- 
istration; B.S. degree in business administration; two 
years’ training in administration; seven years, assistant 
superintendent, university hospital. H10-15. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


NURSES, TECHNICIANS, DIETITIANS, PHYSICIANS, 
NURSE EXECUTIVES—Let us help you secure posi- 


tions! 


POSITIONS OPEN 


SOUTHERN BUREAU OF MEDICAL PROFESSION 
Oleta Milstead, Director 
918 Comer Building, Birmingham, Alabama 
839 Wilson Building, Dallas, Texas 
ANESTHETISTS—(1) Large hospital, south; partial mainte- 
nance and $125 per month. (2) Small hospital, Texas; 


salary $100 and full maintenance. (3) 140-bed hospital, 
south; salary $125 and maintenance. Catholic preferred. 





DIETITIANS—(1) 100-bed hospital, south; must be mem- 
ber of A. D. A. Salary $100 and maintenance. 


RECORD LIBRARIANS—(1) 200-bed hospital, south. Must 
be registered and be able to take dictation. Salary $100 
and meals. (2) 80-bed hospital, southwest. Salary open. 
(3) Assistant Librarian; 100-bed hospital, south. Salary 
open. 


SUPERVISORS—(1) Medical-Surgical Floors; must have had 
post-graduate work. 200-bed hospital, south. Salary 
open. (2) Pediatric Department. Large hospital, south- 
west. Salary open. (3) 60-bed children’s hospital, south. 
Must have had post-graduate work in Pediatrics. Salary 
open. (4) 190-bed hospital, south; must have had post- 
graduate work in Obstetrics; Catholic preferred. 


INSTRUCTORS—(1) Nursing Arts. 100-bed hospital, south- 
west. Salary open. (2) 120-bed hospital located in 
Rocky Mountains. Salary open. (3) Science Instructor, 
180-bed hospital, south. Salary $125 and full mainte- 
nance, 





NURSE PLACEMENT SERVICE 
Anna L. Tittman, R.N., Executive Director 
513 Willoughby Tower, 8 South Michigan Avenue 
Chicago, Illinois 


ADMINISTRATION—(a) Superintendent; hospital 50-bed 
capacity ; cooperative Board of Managers; congenial and 
pleasant atmosphere; No. 40-2403. (b) Assistant Direc- 
tor School of Nursing; average sized school; middlewest ; 
duties also include some teaching; excellent opportunity 
for experience as present director may take year’s leave 
to attend university ; qpen now; No. 40-2368. 


EDUCATION—(a) Instruction in Nursing Education; mid- 
west university school of nursing; $2,100 a year and no 
maintenance ; open now; No. 40-2090. (b) Nursing Arts; 
50 students; hospital located university center; middle- 
west; open December; No. 40-2300. (c) Science; 140 
students; hospital situated Pacific Coast; present in- 
~— recently married; $140, meals and laundry; No. 


SUPERVISION—(a) Obstetrical; large western hospital; 50 
daily average in department; head nurses in each unit; 
some college required; No. 40-1925. (b) Operating-Room ; 
250-bed mid-Atlantic hospital; excellent opportunity for 
capable nurse with academic degree or working toward 
one; salary open; No. 40-2234. (c) Pediatric Supervisor ; 
small mid-western hospital; full-time supervisor for new 
24-bed department; open soon; attractive salary; No. 
40-2483. 

X-RAY TECHNICIAN—125-bed mid-western hospital; regis- 
tered technician capable of taking dictation and typing; 
salary open; No. 40-2304. 


ANESTHETIST—Small private hospital; southwest; salary 
open, depending on qualifications of nurse; No. 40-2293. 


STAFF NURSES—(a) 250-bed hospital in mid-western 
metropolis; qualified nurses for medical, surgical floor 
and operating room; $65-$95; No. 40-1532, 40-2425. 


MANY OTHER POSITIONS—VARIOUS TYPES TO MEET 
YOUR SPECIAL INTERESTS 


NO REGISTRATION FEE 
Write for application 
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tinued elsewhere. This is especially important 
when the last Wassermann is negative. If the 
Wassermann is positive and no treatment has 
been given, the reason should be stated. 


Patients with artificial pneumothorax should 
receive definite instructions about its continuance 
at the time of discharge. Should pneumothorax 
be discontinued while the patient is in the ‘hos- 
pital, the chart should show the reason. 


The fact that discharge advice has been given 
to a patient should be recorded on the chart. 


Employees 


Employees are x-rayed before termination of 
their services as a health aid for them and as a 
safeguard for claims against the hospital. 


The minimum standards of: employee care 
should include a complete history, physical and 
laboratory work-up with a Mantoux test and x-ray 
at the start of employment, a re-x-ray at least 
once a year, but more often if clinically indicated, 
and for employees in intimate contact with pa- 
tients. Negative Mantoux tests should be re- 


checked every six months. Routine daily em- 
ployee clinics should be scheduled and employee 


infirmaries should be available. 


Comprehensive lectures and clinical instruction 
should be given to nurses, attendants, pantrymen, 
and porters, covering essential facts in tubercu- 
losis and hospital procedures, duties, and methods. 
There should be formal class instruction, and prac- 
tical demonstrations. Emphasis is placed on the 
cleanliness and protection of the individual 
worker as well as the patient. 


With proper teaching of hygienic practices to 
patients and employees and proper employee care, 
work in a tuberculosis hospital should entail but 
a very slight health hazard. 


Dietary 


The routine diet should be a high caloric, high 
vitamin diet, with a minimum of 3,000 calories. 
This diet, plus extra nourishment such as malted 
milk, cocoa, eggnogs, jam and milk, can cover the 
needs for many special diets that are ordinarily 
requested. Special diets should be ordered only 
when there is a definite therapeutic indication. 


All special diets should be reviewed at least 
every two weeks to determine the need for con- 
tinuation. The use of special diets or extra nour- 
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ishment should be resorted to only on order of 
a physician. This is desirable not to deny patients 
necessary food, but to eliminate waste. 


Lectures given to patients soon after their ad- 
mission concerning dietary needs and values will 
often avoid future dietary difficulties. 


Occupational Therapy 


Occupational therapy has a very important 
place in the care of tuberculous patients. All 
suitable patients should receive rehabilitation on 
the wards or in the shops. To improve the co- 
operation of the resident staff toward rehabilita- 
tion, all physicians should be personally conducted 
through the shops and the type and value of work 
performed demonstrated. 


A camera club and photographic department 
not only offer valuable experience in an interest- 
ing and desirable vocation, but at the same time, 
slides and pictures can be provided for educa- 
tional purposes for the patients and staff. 


An intelligent library service is an excellent and 
inexpensive method of providing many hours of 
enjoyment for patients, and one form of occu- 
pational therapy. 


General 


Paper celluwipes and pocket sputum flasks may 
be substituted for gauze and sputum cups, with 
a considerable saving in expenditures and better 
hygienic control of expectoration. 


Patients in good physical condition and with 
negative sputum may be allowed a leave of ab- 
sence. A satisfactory schedule is one that allows 
for leaves after two months of residence in the 
hospital and for thirty-six hours every two 
months. 


All medical infirmaries and thoracic surgical 
wards should constantly have available, besides 
the ordinary stimulant drugs, oxygen tanks, a 
pneumothorax inflation and deflation. apparatus, 
and intravenous and hypodermoclysis sets, and 
in addition, for the surgical wards, instruments 
for direct laryngoscopy and bronchoscopy. 


The selection of these comments has _ been 
guided by the fact that they present problems 
that frequently are discussed and often occur. 
They do not include all the important phases of 
administrative work in tuberculosis, but the scope 
of this paper precludes a more detailed coverage 
of the subject. 
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POSITIONS OPEN (Continued) 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


WANTED—(a) Medical director; municipal hospital of 200 
beds located in suburb of large midwestern metropo- 
lis; entrance stipend around $5,000. (b) Assistant super- 
intendent; young physician interested in administrative 
work eligible; administrative training not essential, teach- 
ing hospital. (c) Lay administrator; must be thoroughly 
experienced; general 200-bed hospital; about $6,000. (d) 
Young physician to serve as admitting officer in outpa- 
tient department of large university hospital; uunusual 
opportunity for young man interested hospital adminis- 
tration. H10-1. 


SUPERINTENDENT—Graduate nurse to take charge of 
hospital to be opened within next six months; previous 
aeeune experience desirable; excellent connections. 
H S 


NURSE EXECUTIVES—(a) Superintendent of nurses; col- 
lege-trained woman required, southerner preferred; 250- 
bed hospital, no training school; South. (b) Superintend- 
ent of nurses; general hospital of 500 beds; school aver- 
ages 100 to 150 students; East. (c) Director of nurses; 
university hospital. (d) Superintendent of nurses; chil- 
dren’s hospital; executive experience ia children’s hos- 
pital required. H10-3. 


INSTRUCTORS—(a) Science; general hospital of approxi- 
mately 200 beds; northern New York. (b) Ward; fairly 
large hospital, 100 students; northern Illinois. (c) Su- 
pervisor clinical instruction; will have two assistants; 
municipal hospital; 400 beds. (d) Science; New England 
hospital of about 200 beds. (e) Nursing arts; duties in- 
clude assistant instructorship in central school; large 
teaching hospital. (f) Teaching supervisor; fairly large 
hospital; teaching staff consists of theoretical and prac- 
tical instructors; California. (g) Science; small school; 
well-equipped hospital; new nurses’ residence; well- 
equipped library; vicinity Boston. (h) For school re- 
opening February 1; competent organizer required; Chi- 
cago area. (i) Pediatric nursing; children’s hospital; 
school for affiliates and graduates only. H10-4. 


ANESTHETIST—Very active 100-bed hospital; anesthetics 
average about 250 monthly; well-equipped department; 
two anesthetists; new operating pavillion, air-condi- 
tioned; East. H10-5. 


OPERATING ROOM SUPERVISOR—Teaching supervisor for 
operating room; active service averaging 500 operations 
monthly; possibility of hospital instituting postgraduate 
course; interesting connection; East. H10-6. 


OBSTETRICAL SUPERVISOR—Busy department averaging 
45 deliveries monthly; beautiful hospital located in resi- 
dential section; $100, maintenance; California. H10-7. 


enh ae SUPERVISOR—Large teaching hospital; South. 


ASSISTANT DIRECTOR—And clinical instructor in super- 
vision; large teaching hospital which has recently com- 
pleted extensive building program; school conducts both 
advanced degree program for graduate nurses and five- 
year course for students; graduate nurses who can con- 
tribute to the advancement of intensive program in nurs- 
ing education required; bachelor’s degree and experience 
in conducting clinical teaching program required. H10-9. 





NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue, New York City 


WE DO NOT CHARGE A REGISTRATION FEE 


SUPERINTENDENT—200-bed hospital, with training school, 
within easy reach of New York City, excellent oppor- 
tunity for a good man; salary open. (b) Man or woman, 
15-bed hospital, no training school, New England; salary 
about $4,000. 


ASSISTANT SUPERINTENDENT AND DIRECTRESS OF 
NURSES, small southern hospital with training school; 
Salary open. 

ASSISTANT SUPERINTENDENT OF NURSES—Large hos- 
pital, university connections, New England; good expe- 
rience and degree necessary. Salary open. 
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ENJOY SOFT WATER 


—free of iron— 
at NO COST to 
your institution 
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SPECIAL OFFER 
TO A.H.A. Members 


® Refinite Soft Water will save hundreds of dollars 
; in laundry, boiler room, surgery and housekeeping 
OE departments. These savings alone will pay for 
Lee a ats Refinite equipment in less than two years. Let us 
ce wy prove it! Your monthly payments will be governed 
-* < strictly by the amount you Save in a trial period. 
ey Could anything be more fair? Write for further 
details—today! 


Free Water Analysis — Free Demonstration. 
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Organizing the Medical Staff in the Small Hospital 


BON O. ADAMS, M.D. 


tion is quite as essential in the small commu- 

nity hospital as in the metropolitan institution. 
While the hospital of 25, 50, or even 75 beds, serv- 
ing a small city or rural community, may not be 
highly departmentalized, the medical staff must 
be organized and subject to rules and regulation if 
uniformly good work is to be done. 


[' GOOD work is to be accomplished, organiza- 


Procedure of Organization 

The procedure in the organization of our medi- 
cal staff in the Riverside Community Hospital of 
65 beds, is an example with which I am most fa- 
miliar. About fifteen years ago, when we realized 
the necessity of a better staff control, our first 
step was to write to Dr. Malcolm T. MacEachern, 
director of hospital activities of the American 
College of Surgeons, for advice and instruction as 
to procedure. Our staff organization is the result 
of his advice. Dr. MacEachern’s plans for “Hos- 
pital Organization and Management,” constitute 
the hospital and medical staff bible. 


How the Medical Staff Is Appointed 


The medical staff is appointed by and subject 
to the rules and regulations of the governing body, 
a board of directors of fifteen laymen, upon the 


recommendation of the members of the medical . 


staff, each year. The general medical staff is 
made up of— 

An Honorary Staff: consisting of eminent 
or retired practitioners of medicine who may 
be sojourning in our midst. 

A Courtesy Staff: consisting of members 
in good standing of adjacent County Medical 
Associations, who might wish to attend pa- 
tients in our hospital. 

An Associate Staff: consisting of members 
of our own, Riverside County Medical Society, 
resident in outlying communities. 

An Active Staff: consisting of members of 
the Riverside County Medical Society, resi- 
dent in the city of Riverside. 

All members of the medical staffs are required 
to subscribe to the rules and regulations promul- 
gated by the board of directors, and to sign the 
following staff membership acceptance form. 

FORM OF ACCEPTANCE OF STAFF APPOINTMENT 

To the Board of Directors of the Riverside Commu- 
nity Hospital: In accepting the honor and responsi- 
bility of a position on the Staff of the Riverside Com- 
munity Hospital, I hereby agree: 

1 To abide by the rules and regulations of the 
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The Author 


@ Dr. Bon O. Adams is a member of the 
Medical Staff of Riverside Hospital, River- 
side, California. 





hospital, and to adhere at all times to the well recog- 
nized, lofty principles governing the reputable prac- 
tice of medicine and surgery. 


2 Not to engage in the division of fees under any 
guise whatever, nor knowingly to permit any agent 
or associate of mine to do so. 


8 To manifest to the best of my ability, a con- 
structive interest in the Hospital, and to cooperate in 
continuing it a potent factor in the preservation of 
public health in this community. 


All members of the general staff are urged, and 
the members of the active staff are required to 
attend monthly staff meetings. Failure of a mem- 
ber of the active staff to attend at least 75 per 
cent of the regular meetings, constitutes cause 
for his losing the privileges of staff membership. 


Staff Rules 


In order to define and systematize the work of 
the staff the following rules are promulgated: 


1 The attending physician, surgeon, or ob- 
stetrician shall be held responsible for a complete 
record of the patient for the hospital files. This 
record shall include the personal history, previous 
illnesses, family history, physical findings, labora- 
tory findings, diagnosis, treatment, and in case of 
death, autopsy findings when available. The hos- 
pital is responsible for the clerical work in con- 
nection with this service. 


2 A complete history, physical examination 
and working diagnosis shall be completed within 
48 hours after admission, and except in emer- 
gencies, shall be required before operation. 


3 All records are the property of the hospital. 


4 All operations performed in the hospital 
shall be fully described. All tissues removed at 
operation are the property of the hospital and 
must be sent to the laboratory for examination. 
Reports by the pathologist become a part of the 
patient’s record. 


5 Consultants shall write their findings and 
recommendations upon the patient’s record. 


6 No uterine curettement may be performed 


‘ without the written concurrence of a consultant 


as to its advisability. 
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Officers of the Medical Staff 

The officers of the medical staff consist of: 

A President or Chief of Staff 

A Vice-President or Vice-Chief of Staff 

A Secretary 

Two members of the hospital executive com- 
mittee, who with three members of the 
board of directors, constitute the executive 
committee. These officers are elected an- 
nually by and from among the members of 
the active and associated staffs. Their 
duties are those usually pertaining to such 
offices. 


Committees of the Staff 

The President appoints the following commit- 
tees: 

1 A Records Committee, whose duty it is to 
see that the rules relative to records are complied 
with. 

2 A Committee on Credentials and Classifica- 
tion of Surgeons, whose duty it is to pass upon 
the credentials of applicants for membership, and 
to consider the qualifications of members for 
classification on the major or minor surgical 
staffs. Surgeons are classified as: 


Senior Major Surgeon, those surgeons who 
may do major surgery with the assumption 
of full responsibility. 


Junior Major Surgeons, those surgeons 
who may do major surgery with the assis- 
tance and/or advice of a member of the senior 
major surgeons group. 

Minor Surgoens, those surgeons who have 
had fewer than fifty majors under the direc- 
tion of a senior surgeon. 

3 A Laboratory Committee, to supervise and 
direct the work of the laboratories. 

4 A Program Committee, this is a most im- 
portant committee, because upon its enthusiastic 
endeavor depends the interest of the staff in. its 
meetings. Its duties are to direct and compose 
the agenda of the staff’s monthly discussions and 
evaluations of treatment and methods employed, 
as well as to see that reviews of fatal cases are 
submitted by attending physicians. 


Staff Problems 

It is hoped that this brief outline will stimulate 
discussion of problems of staff organization, and— 

1 What can be done to assure a thorough re- 
view and analysis of the clinical work in the medi- 
cal staff conference. 

2 How can major surgery be controlled in the 
small hospital. 

3 What plan should be adopted for the care 
of a patient of a doctor who lives too far in the 
country to visit the patient daily, or to be called 
in case of emergency. 











nestling in a bed of shaved ice! 


Here’s an Invitation 
to the Appetite 


. a glass of tingling, tart Edelweiss Grapefruit Juice 


@ As a picture of cool delight, it 
is perfect—but no less perfect than 
the original. Mothered by the 
Texas sun, picked at the peak of 
their perfection, the choice grape- 
fruit of the Rio Grande Valley 
yield their pure juice to make this 
delicious food beverage. Altogeth- 
er, there are nearly a score of Sex- 
ton Fruit Juices—the most com- 
plete assortment available for the 
institutional table. 
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Dr. William T. Clark has assumed his duties as 
assistant superintendent and educational director 
of the Edward J. Meyer Memorial Hospital, Buf- 
falo, New York. 


anuitiesiels 
Minnie Cox, formerly superintendent of the 
McPherson County Hospital, McPherson, Kansas, 
has accepted the superintendency of the Newman 
Memorial County Hospital, Emporia, Kansas. 


ane CE 

Dr. R. B. Crawford has been appointed super- 
intendent of Lakewood City Hospital, Cleveland, 
Ohio, succeeding Elizabeth Harding, who resigned 
recently. 


Parente nts 

Jean D. Cruickshank resigned as superintendent 
of the Theda Clark Memorial Hospital, Neenah, 
Wisconsin, effective September 30, and Esther 
Klingman has been appointed to succeed Miss 
Cruickshank. 


POAT SH 

Eugene C. Ellis has succeeded James E. Moore 
as manager of the Grande Ronde Hospital, La 
Grande, Oregon. : 

sialic 

E. Margaret Frost has assumed her duties as 
superintendent of nursing at Memorial Hospital, 
Pawtucket, Rhode Island, succeeding Madeleine 
M. Schroeder, who resigned. 


——_ 
Dr. Edgar Galloway was elected superintendent 
of Shreveport Charity Hospital, Shreveport, 
Louisiana, succeeding Dr. Samuel Kerlin. _ 


—>——_—_ 

Herman J. Grimmer, Jr., administrative assis- 

tant of New Rochelle Hospital, New Rochelle, 

New York, has accepted a position as administra- 

tor of the new Gulf Oil Corporation Hospital, now 
under construction at San Tome, Venezuela. 


. e . a grape 
Lillian A. Guillod, R.N., has resigned as super- * 


intendent of the Convalescent Home of Children’s 
Hospital, Wellesley Hills, Massachusetts, and 
Marion C. Burns, R.N., has been named as her 
successor. 
a ee 
Mrs. Lester Hambrick has been appointed su- 
perintendent of Carbon County Memorial Hos- 
pital, Rawlins, Wyoming, succeeding Mrs. Eugene 
McCarthy, temporary superintendent since the 
resignation of Lillian Derwae. 


i > 
Mrs. Lillian Hawk has resigned as superin- 
tendent of Twin City Hospital, Uhrichsville, Ohio. 


—_—____ 

Dr. Thomas Howell has resigned as superin- 
tendent of Overlook Hospital, Summit, New 
Jersey. 

—___—_ 

Sister Mary Electa has been appointed super- 

intendent of St. Mary’s Hospital, Saginaw, Mich- 
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igan, replacing Sister Mary Gertrude, who will be 
superintendent of St. Mary’s Hospital, Syracuse, 
New York. Sister Mary Electa was formerly Sister 
Superior at Allegheny Hospital, Cumberland, 
Maryland. ‘ 

Allen Mathewson, assistant director of New 
Haven Hospital, New Haven, Connecticut, has ac- 
cepted the appointment as assistant purchasing 
agent of the Massachusetts General Hospital, 
Boston. Massachusetts, effective October 1. 





Dr. John J. Prusmack was appointed acting 
superintendent of the State Hospital in Clarinda, 
Iowa, following the death of Dr. R. D. Smith, su- 
perintendent of the institution. 


Ear teed Gal ; 
Margaret Rowson has been named superin- 
tendent of the City Hospital of Coshocton, Ohio, 
succeeding Miss Theo Clenden, who resigned. 


aessialtlihieinasion 

A. C. Seawell, assistant superintendent of Bay- 
lor University Hospital, Dallas, Texas, was re- 
cently elected superintendent of the new City- 
County Hospital, Fort Worth, Texas. He will as- 
sume charge on October 15. Mr. Seawell is presi- 
dent of the Dallas County Hospital Council and 
active in the Texas Hospital Association, where 
he heads the Council on Association Development. 


Clara F. Sinclair, R.N., resigned as administra- 
tor of the Saratoga Hospital, Saratoga Springs, 
New York, effective October 1, to be married. 


fetter 

Ralph G. Walker has been named executive di- 
rector of the Associated Hospital Service of 
Southern California, Los Angeles. Mr. Walker 
was formerly assistant superintendent. of the 
California Hospital, Los Angeles. 


———— 

Wilmington, Delaware — A two-year building 

program costing $1,185,000 was approved by the 

board of trustees of the Delaware State Hospital, 
Farnhurst, Delaware. 


SR 
Shelbyville, Indiana — Olive Murphy, superin- 
tendent of the Bartholomew County Hospital, 
Shelbyville, made an appeal before the County 
Council for a $60,000 appropriation to finance an 
addition to the Bartholomew County Hospital. 


sceakanaliainadin, 

Montclair, New Jersey—When the new $90,000 
addition to the Ella C. Mills Home for Nurses is 
completed, the Mountainside Hospital, Montclair, 
New Jersey, will increase its accommodations for 
student and graduate nurses to 150. 


pitied 

Tacoma, Washington—Bids have been awarded 
for the construction of a new wing for the Pierce 
County Hospital, Tacoma, Washington, which will 
cost approximately $300,000. 
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In the American Hospital Association Headquarters, Chi- 
cago, this bronze plaque has been placed in the Board Room 
which has been designated as The Borden Room in honor 
of the Honorable Richard P. Borden of Fall River, Mass. 








Rt. Rev. Msgr. M. F. Griffin presenting the Award of Merit to Dr. 
S. S$. Goldwater, Commissioner of Hospitals, New York City. Left to 
right: Dr. Benjamin W. Black, president-elect; Rt. Rev. Msgr. M. F. 
Griffin, senior trustee; Dr. Goldwater; Dr. Fred G. Carter, president. 





